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Abstract 
Psychological Distress following Miscarriage and Stillbirth:  An Examination of Grief, 
Depression and Anxiety in Relation to Gestational Length, Women’s Attributions, 
Perception of Care and Provision of Information 
Danielle Kerns Clauss, M.S. 
Pamela A. Geller, Ph.D. 
 
 
Over half a million women in the United States experience a miscarriage or stillbirth 
annually.  Research suggests that miscarriage and stillbirth are loss events associated with 
grief and an increased risk for psychological morbidity.  This study assessed women’s 
psychological responses to miscarriage (n = 13) and stillbirth (n = 6) and evaluated 
whether psychological distress is influenced by gestational length, attributions, 
perception of care and the provision of information.  Grief and depressive reactions were 
found to be salient features of women’s psychological responses.  Later gestational length 
was associated with greater grief intensity, with women experiencing a stillbirth scoring 
significantly higher on the Perinatal Grief Scale as compared to women experiencing a 
miscarriage.  Women who attributed the loss to specific behaviors experienced greater 
levels of grief, trait anxiety and hyper-arousal symptoms as compared to women who did 
not engage in behavioral self-blame.  Women who attributed the loss to characterological 
traits experienced greater levels of overall grief and grief associated with difficulty 
coping as compared to women who did not make this attribution.  Being provided 
information about possible causes for the loss was associated with less cognitive, 
emotional and behavioral avoidance while receiving information about the specific cause 
of the loss was associated with increased avoidance in these areas.  Given the small 
sample size and the large range of time elapsed since loss (3 weeks to 32 years), the 
findings should be interpreted cautiously and are best considered as trend data.
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CHAPTER 1:  INTRODUCTION 
Regardless of culture or generation, there are certain events in life that have been 
established as critical milestones, including birth; entrance into adolescence; marriage; 
having children; and death.  While many of these rites of passage are inevitable by virtue 
of being human, the guaranteed ability to conceive and reproduce is not, despite 
conventional wisdom that suggests otherwise.  The experiences of miscarriage and 
stillbirth are two events that women may confront during their reproductive years, and 
prevent, either temporarily or permanently, the attainment of one of society’s most 
revered milestones.  In the following section, the psychological consequences of 
miscarriage and stillbirth are reviewed.  Factors which may contribute to psychological 
distress are explored.  A rationale is provided for further exploration within this area and 
the specific aims of the current study are delineated.   
Grief  
Terminology.  Prior to reviewing the literature regarding reproductive loss and 
grief, it is important to define the terms bereavement, grief, and mourning and provide a 
brief history of the study of grief.  Bereavement refers to “the objective situation of 
having lost someone significant” (Stroebe, Hansson, Stroebe, & Schut, 2001, p. 6), while 
grief is the “emotional reaction to the loss of a loved one through death” (p. 6).  Stroebe 
and colleagues note that the term “emotional reaction” encompasses cognitive, 
behavioral, and physiological responses to the loss.  Mourning is defined as the “social 
expressions or acts expressive of grief that are shaped by the practices of a given society 
or cultural group” (p. 6).   
Study of Grief.  The first empirical investigation of grief was conducted by 
Lindemann (1944).  Lindemann interviewed survivors of a night club fire and 
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documented five patterns of grief displayed by survivors:  somatic distress (e.g. feeling of 
tightness in the throat, choking, shortness of breath); preoccupation with the image of the 
deceased; guilt; hostility towards others; and loss of patterns of conduct (e.g., inability to 
sit still, lack of ability to initiate and sustain normal activities of daily living).  He 
distinguished these five manifestations of “normal” grief from “distortions of normal 
grief,” characterizing “distortions” as a delay of the expected grief reaction and distorted 
reactions (e.g., over activity without a sense of loss, acquisition of symptoms belonging 
to the last illness of the deceased) (p. 144).  In addition to providing an empirically 
derived framework to conceptualize the components of a grief reaction, Lindemann’s 
work was the first to consider the grief response as non-pathological (Hutti, 1984).  
Essentially, Lindemann established the systematic study of grief, providing the first 
normative data regarding the symptoms of ‘normal’ grief.     
Subsequent research sought to expand Lindemann’s findings, as well as general 
knowledge of the experiences of bereavement, grief, and mourning (e.g., Anderson, 
1949; Marris, 1958; Parkes, 1965).  One of the most significant lines of research involved 
distinguishing between a ‘normal’ grief reaction and a pathological one.  It is worth 
noting that several terms have been used in addition to pathological to classify an 
abnormal grief response, including complicated, disorganized, and traumatic grieving.  
While no absolute consensus has been reached regarding the specific features of 
pathological grief (Stroebe et al., 2000), in general, atypical responses have been 
described as grief that does not diminish over time; reactions including excessive anger, 
guilt and self-blame; and/or the absence or delay of expected affective responses such as 
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sadness and/or depressed mood (Bowlby, 1980; Deutsch, 1937; Marris, 1958; Osterweis, 
Solomon, & Green, 1984; Parkes & Weiss, 1983; Vachon et al., 1982).     
A watershed moment in the study of bereavement was the emergence of stage 
theories of grief, with researchers proposing specific stages associated with the grief 
process (Bowlby & Parkes, 1970; Kubler-Ross, 1969).  The birth of stage theories of 
grief contributed to the predominant belief among clinicians and researchers that 
individuals need to “work through” grief in order to adjust to the death of a loved one or 
risk the development of pathological grief (Wortman & Silver, 2001, p. 411).  Although 
this belief that bereaved individuals need to actively confront and process their grief has 
dominated the bereavement field for the last 50 years (e.g., Bowlby, 1980, Marris, 1958; 
Osterweis et al., 1984; Parkes & Weiss, 1983; Stroebe & Stroebe, 1987), empirical 
support is limited and equivocal (for a review, see Wortman & Silver, 2001).   
Mental Health Consequences of Bereavement.  Another important line of research 
relates to the mental health consequences of bereavement.  Research has documented a 
relationship between bereavement and onset of depressive symptomatology and disorder 
(e.g., Bornstein, Clayton, Halikas, Maurice, & Robins, 1973; Breckenridge, Gallagher, 
Thompson, & Peterson, 1986; Osterweis et al., 1984; Paykel, Myers, Dienelt, & Klerman, 
1969) as well as anxiety symptomatology and disorders (e.g., Clayton, Desmarais, & 
Winokur, 1968; Jacobs et al., 1990; Maddison & Viola, 1968; Parkes, 1965; Parkes & 
Brown, 1972), such that bereaved individuals display increased risk for psychological 
morbidity for between six months and two years following the loss event (Ferraro, 1984-
1985; Gallagher, Thompson, & Peterson, 1981-1982; Murrell, Norris, & Grote, 1988).  
Specifically, research has documented that high levels of grief immediately following a 
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bereavement event predict future psychological distress (Prigerson et al., 1995).  A 
challenge within this area of research relates to the difficulty distinguishing grief 
reactions from depression, owing conceivably to the similarity of symptoms between 
these constructs and the frequent comorbidity of pathological grief and psychological 
morbidity (Kim & Jacobs, 1991).  Although agreement regarding the specific features of 
pathological grief has not been reached, many clinicians and researchers have argued that 
pathological grief is distinct enough from depression so as to warrant its own diagnostic 
category (e.g., Horowitz et al., 1997; Jacobs, 1993).   
Reproductive Loss                   
While seemingly a relatively new perspective in Western culture, the 
conceptualization of the death of a fetus as a loss to be grieved has a long history.  
Historical texts, archaeological excavations, paintings, and artifacts indicate that burial 
services were performed for embryos by many cultures, including by Greeks, Australian 
aborigines, and pre-Christian Northern European and Jewish tribes (Rosner, 1978; 
Taussig, 1936).  For instance, special urns for embryos were found during archaeological 
excavations at Troy (Taussig, 1936).  In direct contrast to this historical social 
recognition of the significance of pregnancy loss, Western culture has displayed 
ignorance, evidenced by comments from scholars such as Deutsch (1945) who stated that 
“grief after a stillbirth is not the same as that after the loss of an adult relative, but is 
rather the nonfulfillment of a ‘wish fantasy’” (as cited in Peppers & Knapp, 1980, p. 
156).  This prevailing attitude may be partially explained by the unique features of 
reproductive loss, including differing views regarding when a fetus is recognized as a 
baby, the absence of a tangible person to mourn, the lack of memories of the infant, and 
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discomfort discussing the death of an infant.  Despite this apparent socially sanctioned 
silence, research supports that a large majority of women who experience a miscarriage 
experience the loss as that of the loss of a baby (Rybarik, 1997) and as such, grieve the 
loss as one would the loss of a child.  Following a brief discussion of relevant perinatal 
terminology, prevalence statistics, and etiological factors, empirical support for the 
conceptualization of reproductive loss as a bereavement issue will be reviewed.                 
Perinatal Loss Definitions.  The spectrum of loss that women may experience 
during their reproductive years is best conceptualized as a continuum of loss, with 
perinatal loss being the broad term used to denote the loss of a baby through miscarriage, 
stillbirth, or neonatal death (Cote-Arsenault, 2003).  Reproductive loss refers more 
specifically to ectopic pregnancy, miscarriage, stillbirth and genetic abortion.  As the 
current study focuses on the experiences of miscarriage and stillbirth, information 
regarding these two specific types of reproductive loss will be reviewed and hence forth 
in this document, references to reproductive loss will refer to miscarriage and stillbirth.  
Miscarriage, or spontaneous abortion, is defined as the natural termination of a pregnancy 
before the fetus reaches extrauterine viability (Fogel, 1995).  Clinical and research 
definitions of miscarriage tend to vary, with clinicians typically defining miscarriage as 
loss prior to 20 weeks gestation or a fetal weight of less than 500 grams (Fogel, 1995; 
Hall, Beresford, & Quinones, 1987).  Researchers often use an expanded definition, with 
loss as late as 27 weeks gestation termed a miscarriage (Gannon, 1994; Neugebauer et al., 
1992a).  This inconsistency in an exact gestational demarcation for miscarriage is evident 
in the legal profession as well, with state laws varying regarding the gestational age at 
which parents obtain legal rights to burial decisions (e.g., State of Illinois, 2001).  
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Clinicians define stillbirth as the death of a fetus after 20 weeks gestation or a fetal 
weight of greater than 500 grams (American College of Obstetricians and Gynecologists, 
1993), while researchers, as discussed above, often operationalize stillbirth as loss after 
27 weeks gestation.  There are two types of stillbirth, the first being a fetal death in-utero, 
meaning that the baby’s death is diagnosed days or weeks before the delivery.  This is the 
most common type of stillbirth, with 86% of stillbirths in the U.S. occurring prior to the 
beginning of labor (March of Dimes Birth Defects Foundation, 2005).  The second type 
occurs when the baby’s death is diagnosed during labor and delivery, accounting for 14% 
of stillbirths in the U.S. (March of Dimes Birth Defects Foundation, 2005).  As with 
miscarriage, legislation has shaped society’s view of stillbirth.  Prior to 2001, women 
experiencing a stillbirth in the U.S. were provided only with a Certificate of Death, which 
many women perceived as ignoring their experience of birthing a baby.  The MISSing 
Angels Bill, legislation which mandates that women be provided with a Certificate of 
Birth Resulting in Stillbirth, rather than only a Certificate of Death was first passed in 
Arizona in 2001 and represents a significant change in public policy related to the 
documentation and recognition of stillbirth as the loss of a baby 
(http://www.missingangelsbill.org, 2009).  Finally, neonatal death typically refers to the 
death of a newborn within 30 days of birth (Zeanah, 1989).            
Prevalence of Reproductive Loss.  Miscarriage is the most common perinatal loss 
event, occurring in 12 to 24% of all clinically recognized pregnancies (Kline, Stein, & 
Susser, 1989; Smith, 1988).  While it is estimated that approximately 500,000 to 650,000 
American women experience a miscarriage annually (Midland, Gensch, & Rybarik, 
2002; U.S. Department of Health and Human Services, 1995), precise national estimates 
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are difficult to ascertain, as most states are only required to report fetal demises occurring 
at or after 20 weeks gestation.  Examination of rates from the five states that report losses 
prior to 20 weeks gestation reveals that losses prior to 20 weeks gestation account for 
80% of all fetal deaths in those states (U.S. Department of Health and Human Services, 
1995), suggesting that the reported national rates of miscarriage significantly 
underestimate the true incidence of miscarriage.  National rates of miscarriage reveal 
disparities in rates of fetal death by race, with a rate of 13.1 % for African Americans, 
7.6% for Native Americans and Hawaiians, 6.4% for Caucasians, 5.6% for Filipinos, 
5.6% for Asian and Pacific Islanders, 3.2% for Chinese, and 3.1% for Japanese (U.S. 
Department of Health and Human Services, 1995).  It is important to note that these rates 
are not adjusted for factors that have been associated with risk of miscarriage, including 
maternal age, fertility history, substance use (e.g., cigarette smoking, illegal substances, 
prescribed medications), health history of the mother, availability and use of prenatal 
health care services, education, marital status, and socioeconomic status.  For instance, 
risk varies by age, with women over the age of 45 demonstrating a 75% risk for 
miscarriage as compared to 9% for women 20-24 years of age (Nybo Andersen, 
Wohlfahrt, Christens, Olsen, & Melbye, 2000).  The risk of stillbirth is approximately 
0.4-1.2/1,000 in singleton pregnancies (Cotzias, Paterson-Brown, & Fisk, 1999; Yudkin 
& Redman, 2000), with estimates suggesting that approximately 30,000 stillbirths occur 
annually in the United States (Midland, Gensch, & Rybarik, 2002).  At least one report 
suggests that half of the one million pregnancies that occur daily across the world will 
end in either miscarriage or stillbirth (Oakley, 1986).     
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Etiology of Reproductive Loss.  A large portion of the research on reproductive 
loss has focused on the etiology of loss.  In general, identified causes of miscarriage are 
categorized as genetic, endocrinologic, anatomic, immunologic, or microbiologic (Klier, 
Geller, & Ritsher, 2002).  Research suggests that a contributing factor or medical cause 
for the loss can be identified in about half of all miscarriages (Oakley 1986; Regan & 
Rai, 2000), with chromosomal abnormalities and neural tube defects accounting for 
between 29 to 57% of miscarriages (Carp et al., 2001; Oakley 1986; Stern, Dorfmann, 
Gutierrez-Najar, Cerrillo, & Coulam, 1996).  The most common causes of stillbirth 
include placental problems, chromosomal abnormalities, growth restriction, and bacterial 
infections, with the cause identified in approximately two-thirds of stillbirths (March of 
Dimes Birth Defects Foundation, 2005).    
Perinatal Loss as a Bereavement Event 
 
 As with the study of grief in general, much of the initial research regarding grief 
reactions to perinatal loss involved case studies and were descriptive in nature (e.g., 
Bourne, 1968; Corney & Horton, 1974; Giles, 1970; Lewis, 1976; Lewis & Page, 1978; 
Lovell, 1983; Rowe et al., 1978; Seibel & Graves, 1980; Stack, 1980; Wolff, Nielson, & 
Schiller, 1970).  These studies typically involved summaries of women’s experiences 
regarding neonatal loss, gathered through interviews conducted at one time point 
following the loss.  While not randomized controlled trials, these investigations are 
important because they represent the first studies to document that women grieve and 
experience psychological distress following neonatal loss, an idea once deemed 
inconceivable (Deutsch, 1945).  These studies laid the foundation for subsequent research 
on reproductive loss.   
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Empirical Investigation of Neonatal Loss.  It is generally agreed that the empirical 
investigation of women’s grief responses following neonatal loss began with a study by 
Kennell and colleagues (1970).  Using the models of grief suggested by Lindemann 
(1944) and Parkes (1965), the researchers rated six hypothesized features of a mourning 
response, including sadness, loss of appetite, inability to sleep, increased irritability, 
preoccupation with the lost infant, and inability to return to normal activities in a sample 
of women (N = 18) whose babies died between one hour to 12 days following delivery.  
The researchers found that each woman experienced difficulties in at least three of the six 
areas, with all women reporting sadness and preoccupation with thoughts of the infant. 
Women experiencing “high mourning,” as decided by a median split, were more likely to 
have experienced a previous loss of a baby, have positive feelings about the pregnancy, 
touched the infant before death, and reported a lack of communication with their husband 
regarding the loss.  No relationship was found between grief and infant’s age at time of 
death or the number of living children.  While the study has methodological flaws, 
including a small convenience sample, an arbitrary median split to determine mourning 
levels, and a varying time range of measurement following loss (between 3 and 22 weeks 
post-loss), it represented the first documentation of the grief process following perinatal 
loss and established the systematic study of women’s emotional responses to these types 
of losses.  Additionally, this study laid the groundwork for the future study of predictors 
of women’s distress.     
Benfield, Leib, and Vollman (1978) conducted a similar study of parents’ grief in 
response to neonatal loss and found that the majority of parents reported experiencing the 
previously mentioned grief symptoms.  The authors reported that no relationship was 
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found between grief scores and birth weight, duration of infant’s life, level of contact 
with infant, previous perinatal loss, or parental age.  The primary significance of this 
study is its consideration of additional variables that may influence both women’s and 
men’s grief responses to neonatal death.  Taken as whole, these studies were the first to 
provide empirical support that individuals experiencing neonatal loss grieve following the 
loss, validating that neonatal loss is experienced as a bereavement event.     
Empirical Investigation of Reproductive Loss.  As evidence of the lack of 
recognition of reproductive loss as a bereavement event, these early studies focused 
exclusively on neonatal death.  Research regarding the psychological consequences of 
reproductive loss did not evolve until after the dissemination of the findings regarding 
women’s distress following neonatal loss.  The exclusion of women experiencing 
reproductive loss was likely due to societal beliefs regarding the significance of loss prior 
to labor and delivery.  For example, a research article from 1968 includes the description 
of stillbirth “as a nonevent in which there is guilt and shame with no tangible person to 
mourn” (Bourne, p. 103-112).  Societal views of reproductive loss impact legislation as 
evidenced by the fact that until recent legal action brought by women experiencing early 
pregnancy loss, parents did not have legal burial rights for losses occurring prior to 20 
weeks gestation (State of Illinois 92nd General Assembly Legislation, 2001), with the loss 
alternately described as “gynaecological scrapings,” medical waste, and/or tissue (Lovell, 
1983, p. 756).  Possibly due to increased understanding regarding women’s responses to 
neonatal loss as well as gains in modern technology that allow women to see their baby 
much earlier in the pregnancy, within the last twenty years, there has been a dramatic 
shift in terms of the conceptualization of the significance of reproductive loss.  As 
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evidence of this shift, recent studies have exclusively investigated women’s reactions to 
miscarriage and stillbirth.         
In one of the first studies to include women experiencing reproductive loss, 
Peppers and Knapp (1980) assessed all of the previously discussed grief features 
(Benfield et al., 1978; Kennell, Slyter, & Klaus, 1970) as well as difficulty concentrating, 
failure to accept reality, time confusion, exhaustion, lack of strength, depression, and 
repetitive dreams about the infant.  Because the mixed loss sample included women 
experiencing miscarriage, stillbirth, and newborn death (N = 65), the researchers were 
able to investigate the relationship between length of gestation at time of loss and 
women’s grief responses.  The results support the findings of the earlier neonatal loss 
studies in that women from all three loss groups reported experiencing grief responses, 
with no relationship between intensity of grief and length of gestation.  While the 
retrospective design of the study, as well as the substantial range for time since loss (six 
months to 36 years) limit interpretation, the study is significant, as Peppers and Knapp 
were the first researchers to document that women’s grief reactions are similar across 
various types of perinatal loss, a finding that contradicted prevailing wisdom at that time.   
LaRoche and colleagues (1984) attempted to establish a mourning timeline for 
perinatal loss with a sample of women (N= 30) experiencing loss between 20 weeks 
gestation and the first 30 days of life.  Grief responses were assessed within two days of 
loss, three weeks post-loss, three months post-loss, and at one to two years post-loss 
using the symptoms of grief established by Lindemann (1944) and Parkes (1965).  
Consistent with the findings of Kennell and colleagues (1970), all women reported 
experiencing sadness and preoccupation with thoughts of the infant at some point.  
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Particularly noteworthy is that all women displayed at least one aspect of mourning at the 
one to two year follow-up.  In an exploratory study of women’s reactions following first 
trimester loss (N = 22), Leppert and Pahlka (1984) documented that women experienced 
intense grief reactions for at least the first six weeks following the loss.  The researchers 
noted that guilt seemed to be a predominant characteristic of this sample’s grief response, 
with women voicing concerns that they caused the loss from the performance of, or lack 
of performance of, a behavior.  For example, women expressed concern that jogging, 
sexual intercourse, a fall, or prior cigarette smoking had caused the loss.  This study is 
notable for its description of the women’s concerns regarding the cause of loss, with 
many women engaging in behavioral self-blame.   
In a study of second trimester loss, Lindberg (1992) reported that women (N=20) 
experiencing a loss between 12 and 24 weeks gestation experienced the same features of 
grief displayed with stillbirth and neonatal losses, including despair, anger, guilt, social 
isolation, loss of control, rumination, depersonalization, somatization, and death anxiety.  
As compared to parents who lost a child (no further information is provided regarding the 
age of the child at the time of loss, although apparently the loss was not during the infant 
stage), the women displayed significantly higher scores on despair, anger, social 
isolation, loss of control, depersonalization, somatization, and death anxiety.  Thus, 
although acknowledgement of the emotional significance of reproductive loss occurred 
much later than that of neonatal loss, the reviewed research documents that loss through 
miscarriage or stillbirth is associated with intense grief reactions, reactions that seem to 
be qualitatively similar to that of early infant loss.                     
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Unique Features of Grief Associated with Perinatal Loss.  With a growing body 
of literature supporting that women do grieve following both neonatal and reproductive 
loss, a third wave of perinatal bereavement research began, with researchers attempting to 
ascertain the unique grief features associated with these losses.  To this end, four 
measures have been created to capture the experience of perinatal loss, including the 
Perinatal Grief Scale (PGS; Toedter, Lasker, & Alhadeff, 1988); The Perinatal 
Bereavement Scale (PBS; Theut et al., 1989); the Perinatal Grief Intensity Scale (PGIS; 
Hutti, dePacheco, & Smith, 1998), and the Perinatal Bereavement Grief Scale (PBGS; 
Ritsher & Neugebauer, 2002).  Each measure will be discussed briefly, with notable 
findings highlighted.   
A shortened version of the Perinatal Grief Scale (Potvin, Lasker, & Toedter, 
1989) is the most widely used and cited, with over twenty-two studies conducted, 
involving 1,803 women experiencing miscarriage, stillbirth, and neonatal loss (Toedter, 
Lasker, & Janssen, 2001).  Initial validation of the measure produced three factors that 
may account for variance in women’s total grief scores:  Active Grief, Difficulty Coping, 
and Despair (Toedter, Lasker, & Alhadeff, 1988).  Active Grief is measured through 
items such as “sadness, missing the baby, and crying for the baby;” Difficulty Coping is 
measured through items assessing “difficulty in dealing with normal activities and other 
people;” and Despair is measured through items measuring “feelings of worthlessness 
and hopelessness” (Toedter et al., 2001, p. 208).  Toedter and colleagues (2001) reported 
decreasing scores on all three subscales over time, with the Active Grief subscale 
showing the greatest elevation initially after the loss (i.e., one to two months).  Research 
suggests that elevated scores on the Difficulty Coping and Despair subscales at 
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assessment points proximal to the loss best predict grief intensity at later time points 
(Lasker & Toedter, 1991; Toedter et al., 2001), suggesting that these two scales capture 
more debilitating reactions to loss (Toedter, et al., 2001).  Research has documented that 
prior psychological functioning and coping resources, such as marital satisfaction and 
social support, can predict scores on these two subscales.  Results from two longitudinal 
studies using the PGS (Janssen, Cuisinier, deGraauw, & Hoogduin, 1996; Lasker & 
Toedter, 1991) suggest a natural timeline for perinatal bereavement, with the highest grief 
scores displayed immediately following the loss, with a gradual decline occurring over 
the 18 months following the loss.   
Similar to the Toedter research group (1988), Theut and colleagues (1989) 
attempted to document the unique aspects of grief following perinatal loss with the 
development of the Perinatal Bereavement Scale.  Notable is the finding that parents 
experiencing a stillbirth or neonatal death displayed significantly higher grief scores on 
the PBS than those parents experiencing a miscarriage.  A follow-up study revealed that 
this pattern endured, with increased grief for parents experiencing later losses at 16 
months post-loss as compared to early loss parents (Theut, Zaslow, Rabinovich, Bartko, 
& Morihisa, 1990).  Based on the authors’ observation that previous instruments 
neglected to address variables influencing the grief response, Hutti, dePacheco, and 
Smith (1998) developed the Perinatal Grief Intensity Scale to examine the relationship 
between women’s perceptions of the loss event and grief intensity.  Factor analysis 
revealed three factors related to grief intensity:  “reality of the pregnancy and baby,” 
“congruence between the actual miscarriage experience and the standard of the 
desirable,” and “the ability to make decisions or act in ways to increase this congruence” 
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(p. 547-555).  Hutti and colleagues reported that parents who perceived the baby as real, 
experienced dissonance between their expectations and the actual reality of the loss 
experience, and felt helpless to decrease this dissonance displayed more intense grief 
reactions.  The results suggest that it is the individual’s perception of the event, as 
opposed to the actual reality of the events associated with the loss, which has the greatest 
impact on grief reactions.  Citing the need to distinguish between grief and depression, 
Ritsher and Neugebauer (2002) developed the Perinatal Bereavement Grief Scale.  
Results from factor analyses support the existence of one factor, labeled by the authors as 
“Yearning and Pining” for the pregnancy and infant.  Additionally, the authors cite the 
“modest correlation” (p. 38) between the PBGS and the Center for Epidemiologic Studies 
Depression (CES-D) scale as evidence of the measure’s ability to discriminate perinatal 
grief from depression, possibly through the assessment of women’s yearning for the lost 
pregnancy and infant.   
 Taken as a whole, this third wave of perinatal bereavement research expanded 
upon the initial empirical research documenting that women do in fact grieve following 
perinatal loss by elucidating the unique grief features associated with loss due to 
miscarriage, stillbirth, and neonatal death.  While this progression is still occurring with 
the validation and continued use of these measures, the findings derived from these 
measures have served to systematically document what clinicians, typically nurses, have 
heard from women regarding the unique distress associated with perinatal loss (e.g., 
Bansen & Stevens, 1992; Cecil, 1994; Hardin & Urbanus, 1986; Freda, 2001; Hutti, 
1988; Leask, 1991; Lovell, 1982; Nash, 1987; Thomas, 1995; Van & Meleis, 2003).  
Additionally, these measures potentially have clinical utility, as they may be able to 
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predict future psychological distress.  In particular, the PGS has demonstrated promise as 
an instrument that is able to identify women who are at risk for prolonged grief responses 
following reproductive loss.   
Reproductive Loss and Psychopathology 
 Given the well-established finding that bereavement is associated with 
psychological consequences, as well as the empirical evidence that women grieve, often 
intensely, following reproductive loss, a natural extension of this research is 
consideration of risk of development of psychopathology following reproductive loss.  
Exploration of the effect of reproductive loss on mental health follows the tradition 
within the field of psychology of examining the relationship between stressful life events 
and the onset of mental illness (e.g., Billings & Moos, 1982; Myers, Lindenthal, & 
Pepper, 1971).  The findings in this area have been equivocal, with some researchers 
reporting a strong relationship between adverse life events and mental illness (e.g., 
Brown & Harris, 1978) while others have documented only a weak relationship (e.g., 
Rabkin & Struening, 1976).  Reviews of the literature indicate that of the studies 
documenting a relationship between stressful life events and mental illness, correlations 
are typically below .30 (Dohrenwend & Dohrenwend, 1981).  Despite the disparity in 
findings, which is often attributed to methodological flaws, most researchers agree that 
environmental stressors can contribute to the development of mental health problems 
(e.g., Shrout et al., 1989), although the consensus seems to be that the occurrence of a 
major stressful life event does not, on its own, guarantee the development of 
psychopathology.  While the death of a loved one is clearly a stressful life event, most 
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individuals display resiliency following bereavement, with relatively few individuals 
developing long-term psychiatric difficulties.   
As mentioned previously, however, there are unique factors related to 
reproductive loss that distinguish it from other bereavement events and thus, the 
possibility exists for greater susceptibility to the development of a psychological disorder.  
These factors include the suddenness and unexpected nature of the loss, the lack of 
societal recognition of the impact of perinatal loss, “violation of the very order of life” 
(Boyle, Vance, Najman, & Thearle, 1996, p. 1274), loss of identity as a parent, loss of 
future expectations, and, for women, distress related to an inability to fulfill one of the 
fundamental ‘tasks of a woman.’  Thus, the acknowledgement of both the psychological 
consequences of bereavement in general and these reproductive-loss specific factors has 
led to research examining the occurrence of depressive and anxiety reactions following 
reproductive loss.                       
Because this line of research has revealed a continuum of reactions following 
reproductive loss, sub-threshold depressive and anxiety reactions as well as clinical 
disorders will be discussed in terms of both stillbirth and miscarriage.  Consideration of 
only clinical syndromes may pathologize what is a normal reaction to reproductive loss 
and may also fail to capture clinically relevant features of distress (e.g., sub threshold 
symptoms).  As the loss of a baby due to stillbirth has historically received greater 
recognition as a bereavement event, discussion will begin first with a review of the 
literature regarding stillbirth, followed by findings related to miscarriage.  Prior to these 
discussions, the topic of the difficulty distinguishing between grief and depression will be 
briefly discussed, as it specifically relates to the area of perinatal loss.   
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Distinguishing Depression from Grief following Perinatal Loss.  As many 
clinicians and researchers have acknowledged, perinatal bereavement reactions are 
complex, with the frequent appearance of depressive symptoms simultaneously with grief 
symptomatology.  An important area of research relates to distinguishing a depressive 
reaction as a separate entity from a grief response following perinatal loss, an often 
difficult task given the frequent overlap between the features of a grief response and that 
of a depressive reaction.  The designs of many early perinatal bereavement research 
studies highlight this difficulty.  For instance, both Lindemann’s (1944) and Parkes’ 
(1965) models of grief, the two most often cited in perinatal bereavement research (Hutti, 
1984), include sadness, loss of appetite, inability to sleep, increased irritability, and 
inability to return to normal activities as key features, all of which are suggestive of the 
current criteria for a major depressive episode according to the Diagnostic and Statistical 
Manual for Mental Disorders (DSM-IV-TR; APA, 2000).  While some early studies of 
women’s grief reactions to perinatal loss specifically documented depressive reactions 
(e.g., Simon, Rothman, Goff, & Senturia, 1969), a majority simply assessed the above 
features of grief, with no attempt to systematically assess depressive reactions.  In part, 
this may represent a conscious attempt to avoid the traditional conceptualization of a 
grief response as a psychiatric disorder (Hutti, 1984).  However, given the previously 
discussed findings regarding women’s grief responses following perinatal loss, it is 
possible that a subset of bereaved women would meet criteria for the diagnosis for major 
depressive episode if formally assessed in the first few months post-loss.  While the 
American Psychiatric Association (2000) has attempted to prevent ‘normal’ bereavement 
from being classified as a major depressive episode by stating that the diagnosis should 
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only be given if criteria is met two months after the loss, given that general and perinatal 
bereavement research suggest that intense grief reactions are common for at least the first 
six months post-loss (e.g., Beutel, Deckardt, von Rad, & Weiner, 1995; Parkes, 1986) 
and may endure past the one year bereavement mark (e.g., Forrest, Standish, & Baum, 
1982), the two-month criterion may contribute to the difficulty distinguishing a grief 
response from a depressive reaction. 
As an understanding of the natural manifestation of psychological distress 
following reproductive loss has clinical implications in terms of post-loss care, further 
investigation of the incidence of clinical disorders as separate entities from grief 
responses is necessary.  In particular, the question remains as to how many women would 
meet criteria for a depressive episode immediately following reproductive loss if not for 
the two-month duration criterion.  Because the answer to this question may further 
elucidate ‘normal’ responses to reproductive loss, contribute to improved understanding 
of the full range of psychological consequences following reproductive loss, and shed 
light on the appropriateness of bereavement as a separate diagnostic category, further 
research within this understudied area is warranted. 
Stillbirth and Psychological Distress.  While the earliest studies of the 
psychological consequences of stillbirth focused primarily on grief reactions, more recent 
studies have specifically investigated depressive and anxiety responses.  Vance and 
colleagues (1991) reported that women experiencing a stillbirth are 6.9 times more likely 
to have high levels of depression and 3.9 times more likely to have high levels of anxiety 
at two months post-loss as compared to women unexposed to perinatal loss.  Boyle and 
colleagues (1996) attempted to establish a natural timeline for psychological distress 
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following the experiences of stillbirth, neonatal death, and Sudden Infant Death 
Syndrome with assessment of women at two, eight, fifteen, and thirty months following 
loss.  The findings revealed that women experiencing stillbirth (N = 78) were at increased 
risk for anxiety reactions at all four time points, demonstrating a 4.34-fold risk at two 
months, a 2.61-fold risk at eight months, a 2.65-fold risk at 15 months, and a 2.09-risk at 
30 months as compared to controls (N = 203).  Their relative risk for depression was 5.49 
that of control women at two months, 1.74 at eight months, 2.65 at 15 months, and 2.78 
at 30 months.  Notably, the findings suggest that women who did not exhibit an anxiety 
or depression response at two months post-loss were unlikely to develop mental health 
problems at the three later time points.        
Two treatment outcome studies provide additional information regarding the 
incidence of psychological distress following perinatal loss.  Forrest and colleagues 
(1982) provided information regarding anxiety and depression following loss of an infant 
through stillbirth or neonatal death in the first seven days post-delivery. Women were 
randomized into either a counseling group (N = 16) or a treatment-as-usual group (TAU; 
N = 19).  At six months post-loss, significantly more women in the TAU group exhibited 
symptoms of depression and anxiety and reached ‘caseness’ for a psychiatric disorder at 
six months post-loss as compared to women in the counseling group.  In another 
longitudinal study specifically examining depressive reactions and the effect of 
psychological intervention in women experiencing perinatal loss, Carrera and colleagues 
(1998) compared the depression scores of bereaved women receiving psychological 
intervention (N = 23) to those of women delivering a live infant (N = 37) at time of 
delivery, six, and twelve months after the loss.  The researchers also assessed depression 
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in a group of women experiencing perinatal loss who did not receive intervention at 
twelve months post-loss (N= 34), a design feature used to prevent the unintended 
therapeutic effect of assessment demonstrated in a previous study (see Neugebauer et al., 
1992a).  The researchers reported that the bereaved women in the intervention group had 
significantly higher depression scores as compared to controls at both delivery and at six 
months post-loss.  The group of bereaved women not receiving intervention had 
significantly elevated scores as compared to both the control and bereaved intervention 
group, suggesting that depressive symptoms endure for longer periods of time in women 
who do not receive therapeutic intervention. 
In summary, the findings of research in this area support that women experiencing 
stillbirth are at increased risk for both depressive and anxiety symptomatology for at least 
six months following loss.  The prevalence of affective and anxiety disorders following 
stillbirth remains unclear and awaits further elucidation, as no studies have systematically 
assessed for clinical disorders in this population.   
Miscarriage and Depression.  There have been five reviews of the literature 
regarding the relationship between miscarriage and affective symptomatology and 
disorders (Frost and Condon, 1996; Klier et al., 2002; Lee & Slade, 1996; Slade, 1994; 
Stirtzinger & Robinson, 1989).  As discussed in these reviews, early research of 
psychological distress following miscarriage was primarily anecdotal, with women 
relating their personal experiences of miscarriage (e.g., Hardin & Urbanus, 1986; Hutti, 
1986, 1988; Layne, 1990; Leask, 1991; Lovell, 1982).  Although generalization is 
impossible with anecdotal accounts, they represent the initial work in this area and are 
responsible for drawing much needed attention to the impact of early pregnancy loss.  
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Research has progressed from these accounts to studies of a single sample of women who 
have miscarried (Friedman & Gath, 1989; Prettyman, Cordle, & Cook, 1993; Cordle & 
Prettyman, 1994; Lee, Slade, & Lygo, 1996; Lee et al., 1997; Lok et al., 2004; Nikcevic, 
Tunkel, Kuczmierczyk, & Nicolaides, 1999; Robinson, Stirtzinger, Stewart, & Ralevski, 
1994; Simon et al., 1969; Swanson, 2000) to more sophisticated designs that include 
comparison groups and standardized measures of psychological distress (Klier, Geller, & 
Neugebauer, 2000; Neugebauer et al., 1992a; Neugebauer et al., 1992b; Neugebauer et 
al., 1997; Thapar & Thapar, 1992; Beutel et al., 1995; Janssen, Cuisinier, Hoogduin, & de 
Graauw, 1996).  In an attempt to provide the most methodologically-sound findings 
regarding miscarriage and depressive reactions, only studies employing comparison 
groups will be discussed.     
In one of the first studies to include both a comparison group of pregnant women 
and community women unexposed to reproductive loss, Neugebauer and colleagues 
(1992a) assessed miscarrying women at two weeks, six weeks, and six months post-loss 
using the Center for Epidemiologic Studies Depression (CES-D) scale (Radloff, 1977).  
The researchers found “markedly elevated” levels of depressive symptoms in the 
miscarrying cohort at two weeks post-loss as compared to both pregnant and community 
women (p. 136), with rates of depressive symptomatology in the miscarrying cohort 3.4 
times that of pregnant women and 4.3 times that of community women.  While the rates 
of symptomatology did not differ between miscarrying women and the comparison 
groups at six weeks and six months post-loss, miscarrying women first interviewed at six 
weeks and those first interviewed at six months displayed rates of symptomatology 2.6 
and 3.0 times that of community women.  The authors suggest that this finding may be 
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due to the “unintended therapeutic and test effect of the study interviews” (p. 136).  
Beutel and colleagues (1995) found similar results when comparing miscarrying 
women’s rates of depressive symptoms to those of pregnant and community women at 
one to two days, six months, and twelve months post-loss.  The researchers documented 
elevated depressive symptom levels in miscarrying women immediately following the 
loss as compared to both comparison groups.  At six and twelve months post-loss, this 
difference in elevation was apparent only between the miscarrying cohort and the 
community women cohort, suggesting that the experience of pregnancy itself may impact 
women’s level of psychological distress.     
Thapar and Thapar (1992) compared the scores of miscarrying and pregnant 
women on the General Health Questionnaire (GHQ; Goldberg & Hillier, 1979) and the 
Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983) at 24 hours 
and six weeks after miscarriage.  The researchers found elevated rates of depressive 
symptomatology among miscarrying women on the GHQ at both 24 hours and six weeks 
post-loss, but no such elevation on the HADS as compared to pregnant controls.   
In terms of affective disorders, there have been two studies that employed 
comparison groups to examine increased risk for depressive disorders following 
miscarriage.  Using the Diagnostic Interview Schedule (DIS; Robins, Helzer, Croughan, 
& Ratcliff, 1981), Neugebauer and colleagues (1997) compared risk for major depressive 
disorder in a cohort of miscarrying women to a community cohort of women who had not 
been pregnant in the last year.  The researchers found that miscarrying women had 2.5 
times the risk for a major depressive episode as compared to the community cohort in the 
six months following loss.  Using the same miscarrying and community samples as the 
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Neugebauer research group (1997), Klier and colleagues (2000) found that risk for an 
episode of minor depressive disorder (DSM-IV, Appendix B, research criteria) among 
miscarrying women was 5.2 times that of community women at six months post-loss.        
Collectively, these studies consistently document an elevation in affective 
symptomatology in miscarrying women as compared to both pregnant and community 
women for up to six months following the loss (Beutel et al., 1995; Neugebauer et al., 
1992a; Thapar & Thapar, 1992).  The work by the Neugebauer group (1992a) suggests 
that depressive symptomatology may actually endure longer, with the assessment process 
serving as a therapeutic intervention, thus attenuating the natural timeline for depressive 
symptomatology.  Although only two studies have used the formal criteria outlined in 
versions of the Diagnostic and Statistical Manual of Mental Disorders to document the 
incidence of depressive disorders (Klier et al., 2000; Neugebauer et al., 1997), these 
studies provide preliminary evidence that women are at increased risk for both minor and 
major depressive disorder in the six months following miscarriage.  Because the findings 
related to depressive disorders came from the same sample of women, they results need 
to be replicated in order to make definitive statements regarding risk for affective 
disorders following reproductive loss.           
Miscarriage and Anxiety.  Because pregnancy loss has typically been 
conceptualized as a loss event, significantly less research has been conducted examining 
anxiety reactions following miscarriage.  While research attention in this area is limited, 
specific features of the experience of miscarriage are anxiety-provoking, such as physical 
complications following the loss (e.g., bleeding, discharge), possible underlying medical 
illness or genetic factors that may have contributed to the loss, concerns regarding 
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personal responsibility for the loss, and fears about future procreative competence 
(Geller, Kerns, & Klier, 2004).   
As evidence of a recent increase in research specifically investigating anxiety 
symptomatology and disorders following miscarriage, there have been two reviews of the 
literature in this area (Brier, 2004; Geller, et al., 2004).  As with the depression literature, 
the methodological design of studies in this area have typically involved sampling 
miscarrying women at various points in the year following the loss to assess rates of 
anxiety following loss (Cecil & Leslie, 1993; Cordle & Prettyman, 1994; Lee, Slade, & 
Lygo, 1996; Nikcevic, Kuczmierczyk, & Nicolaides, 1998; Nikcevic, Tunkel, & 
Nicolaides, 1998; Nikcevic et al., 1999; Prettyman et al., 1993; Walker & Davidson, 
2001).  These studies have generally found an increase in anxiety symptoms for at least 
four months following loss.  Studies employing at least one comparison group (Beutel et 
al., 1995; Castille, Neugebauer, Geller, & Desrocher, 2005; Janssen et al., 1996; Lee, 
Slade, & Lygo, 1996; Thapar & Thapar, 1992) allow more definitive interpretation.  
Because the use of an appropriate comparison group increases confidence that the 
increase in anxiety is a consequence of the loss experience, regarding anxiety 
symptomatology, only those studies employing comparison groups will be reviewed.   
Thapar and Thapar (1992) found significant elevations in anxiety levels in 
miscarrying women at 24 hours and six weeks post-loss as compared to pregnant women.  
Lee and colleagues (1996) extended the timeline for anxiety responses, documenting 
significant elevations in anxiety among miscarrying women as compared to community 
women at both one week and four months post-loss.  Janssen and colleagues (1996) 
reported more symptoms of anxiety in miscarrying women than women delivering a 
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living infant at both two-and-a-half and six months following loss, with differences in 
anxiety dissipating by the 12 and 18-month follow-up.  Research groups led by Castille 
(2005) and Beutel (1995) included both pregnant and community cohorts.  Castille and 
colleagues (2005) took items from the Psychiatric Epidemiology Research Interview 
(PERI) to create the Composite Anxiety Symptom Scale (CASS) to assess symptoms of 
generalized anxiety disorder, panic disorder, and agoraphobia.  At four weeks post-loss, 
miscarrying women had significantly elevated anxiety levels as compared to community 
women.  Beutel and colleagues (1995) documented higher anxiety levels in miscarrying 
women compared to both pregnant and age-matched community women immediately 
following the loss.  Collectively, these studies have documented an elevation in anxiety 
symptomatology for up to the first six months following loss as compared to pregnant 
and community women.  
Considerably less research has been conducted regarding the incidence of anxiety 
disorders following miscarriage.  Of the available research, most have not employed 
comparison groups (e.g., Bowles et al., 2000; Lee et al., 1997; Neziroglu, Anemone, & 
Yaryura-Tobias, 1992; Salvesen, Oyen, Schmidt, Malt, & Eik-Nes, 1997; Walker & 
Davidson, 2001), thus limiting what can be derived from the studies.  However, because 
these studies provide an initial glimpse into the possible risk for the development of 
anxiety disorders, and acknowledging the fact that only two studies exist which include a 
comparison group (Engelhard, van den Hout, & Arntz, 2001; Geller, Klier, & 
Neugebauer, 2002), studies without a comparison group will be considered with those 
employing a comparison group.  For clarity, the research will be grouped by the specific 
anxiety disorder being investigated.     
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Using the Structured Clinical Interview for DSM-III-R (SCID; Spitzer, Williams, 
Gibbon, & First, 1992), Lee and colleagues (1997) found that two of 150 miscarrying 
women met the criteria for anxiety disorder NOS six weeks after loss.  In an investigation 
of onset of obsessive-compulsive disorder (OCD) in a sample of 106 women, the research 
group led by Neziroglu (1992) reported that three of five women who experienced either 
a miscarriage or chose an elective abortion developed OCD during pregnancy.  The 
findings of Geller and colleagues (2002) provide more definitive conclusions regarding 
risk of OCD following miscarriage due to the inclusion of a matched community cohort 
of women who had not been pregnant in the past year.  Specifically, these researchers 
found that miscarrying women were significantly more likely to experience an episode of 
OCD, with a relative risk of 8.0, as compared to the community cohort matched on age, 
education, language of interview, and time of interview.   
In terms of panic disorder, Klein and colleagues (1995) retrospectively assessed 
former panic disorder patients during pregnancy.  No significant differences in panic 
symptoms were found among the 15 women who had pregnancies ending in either 
miscarriage or elective abortion during the first trimester of pregnancy as compared to 
immediately following the end of pregnancy.  In a longitudinal study of 22 women with a 
history of panic disorder conducted over five years, Wisner and colleagues (1996) found 
that two of the ten women who miscarried experienced an episode of panic disorder 
following the loss.  In the previously mentioned study by Geller and colleagues (2002), 
no increased risk for panic disorder was found in miscarrying women as compared to 
community women.  Regarding phobic disorders, the research group led by Geller (2002) 
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found no increased risk for all phobic disorders, including social phobia, agoraphobia, 
and other specific phobias.   
Because of the trauma and unexpectedness of miscarriage, it seems reasonable 
that women may be at increased risk for post-traumatic stress disorder (PTSD) following 
loss.  Salvesen and colleagues (1997) compared the psychological distress of women who 
chose an elective pregnancy termination due to fetal anomalies to women experiencing a 
perinatal death and found that one woman in the perinatal loss group (N = 36) met criteria 
for PTSD.  Citing anecdotal evidence, Bowles and colleagues (2000) estimate that 10% 
of women experiencing a miscarriage meet criteria for acute stress disorder (ASD), while 
1% meet criteria for PTSD one month after loss.  Walker and Davidson (2001) found that 
6 of 40 miscarrying women met criteria for ASD as assessed by the Structured Clinical 
Interview for Dissociative Disorders (SCID-D; Steinberg, 1993).  There have been no 
studies specifically examining the incidence of generalized anxiety disorder following 
miscarriage.  In summary, risk for OCD appears elevated in the six months following 
loss, with more limited support for the development of ASD and PTSD following 
miscarriage.   
In summary, further research is warranted in the area of reproductive loss and 
anxiety symptomatology and disorder.  As it has only been in the last 15 years that 
researchers have considered the development of anxiety reactions following the 
experiences of miscarriage and stillbirth, elucidation of this relationship remains an 
important area of research.     
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Correlates of Distress following Reproductive Loss 
 With controlled studies establishing that women experiencing reproductive loss 
grieve intensely and are at risk for psychiatric symptomatology, and possibly clinical 
disorders, following the loss, clinical and research attention has focused on identifying 
factors that may contribute to increased levels of distress.  Review of the literature 
reveals at least seven categories of factors that may influence women’s distress following 
loss:  demographic variables, psychiatric history, pregnancy-specific factors, reproductive 
history, satisfaction with care provided by healthcare professionals during and following 
loss, information about cause of loss, and perception of social support (Dominguez et al., 
1991; Franche, 2001; Heikkinen, 1995; Kellner, Donnelly, & Gould, 1984; Klier et al., 
2002; Kowalski, 1984; Lasker & Toedter, 1991, 1994; Lee & Slade, 1996; Slade, 1994; 
Swanson, 2000; Toedter et al., 1988; Tunaley, Slade, & Duncan, 1993).   
Demographic Variables.  Over the past twenty years, the majority of research 
examining factors which may influence women’s distress following reproductive loss has 
focused on demographic variables including women’s age, education, religious faith, 
number of living children, marital status, occupational status, and socioeconomic status 
(e.g., Kirkley-Best, 1981; Klier et al., 2002; LaRoche et al., 1984; Lasker & Toedter, 
1991; Lee & Slade, 1996).  In general, maternal age, educational level, occupational 
status, and socioeconomic status have not held up as strong predictors of emotional 
distress following reproductive loss (Klier et al., 2002; Lasker & Toedter, 1991; Lee & 
Slade, 1996; Prettyman et al., 1993; Thapar & Thapar, 1992).  There exists conflicting 
evidence regarding the role of marital status, with at least one study finding that 
unmarried women are more likely to experience psychiatric difficulties (Friedman & 
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Gath, 1989), while others have found no association (Klier et al., 2000; Neugebauer et al., 
1992b, Neugebauer et al., 1997; Prettyman et al., 1993; Thapar & Thapar, 1992).  
Whether having living children serves as a protective factor against intense grief and 
development of psychopathology remains unclear.  While some of the earlier studies of 
psychological distress found that having living children lessened distress (e.g., Kirkley-
Best, 1981), others did not find a relationship (e.g., LaRoche et al., 1984).  Examination 
of more recent studies of psychopathology following reproductive loss reveals that 
childless women exhibit higher rates of symptomatology and depressive disorders 
(Neugebauer et al., 1992a, b; Neugebauer et al., 1997; Tunaley et al., 1993) as compared 
to women with children.   
Psychiatric History.  Regarding psychiatric history, studies have documented an 
association between increased psychological morbidity following reproductive loss and 
prior affective symptomatology (Neugebauer et al., 1997) and disorder (Friedman & 
Gath, 1989; Neugebauer et al., 1997; Prettyman et al., 1993).  Researchers have also 
documented a relationship between grief intensity and previous mental health difficulties, 
such that a history of mental health problems is associated with higher grief scores on 
measures such as the PGS (Janssen et al., 1996; Lasker & Toedter, 1991; Toedter et al., 
1988; Zeanah, Danis, Hirshberg, & Dietz, 1995).  For instance, in a longitudinal study of 
grief predictors, Lasker and Toedter (1991) found that prior mental health difficulties 
predicted grief scores, as measured by the PGS, at both two months and two years post-
loss.  Specifically, the researchers found a prior history of depression predicted scores on 
the subscales Active Grief and Difficulty Coping two months post-loss, with a history of 
depression predicting scores on all three subscales at two years post-loss.   
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Pregnancy Specific Factors.  Factors specific to the pregnancy are often cited as 
accounting for psychological disturbances following loss.  These factors include length of 
gestation at time of loss and maternal attitude towards pregnancy.  Of these, length of 
gestation at time of loss has received the most attention, likely due to the enduring 
societal belief that women who experience later losses are more psychologically 
distressed than women who miscarry.  Essentially, there have been inconsistent findings 
in this area, likely due to methodological limitations of the studies, including small 
sample size, retrospective data collection, varied assessment instruments, varied 
outcomes of interest (e.g., grief versus psychiatric symptomatology and disorder), 
inconsistent timing of assessment, and lack of comparison groups (Klier et al., 2002; 
Lasker & Toedter, 1991).  Acknowledging these limitations, the findings seem equally 
balanced on both sides, with nine studies finding no association between gestational 
length at time of loss and psychological distress (Friedman & Gath, 1989; Jackman, 
McGee, & Turner, 1991; Kennell et al., 1970; Kirkley-Best, 1981; Klier et al., 2000; 
Neugebauer et al., 1997; Peppers & Knapp, 1980; Prettyman et al., 1993; Tunaley et al., 
1993), while at least nine studies have documented a relationship between gestational 
length at time of loss and psychological distress (Cuisinier, Kuijpers, Hoogduin, de 
Graauw, & Janssen, 1993; Franche, 2001; Frost & Condon, 1996; Garel, Blondel, 
Lelong, Papin, Bonenfant, & Kaminski, 1992; Goldbach, Dunn, Toedter, & Lasker, 1991; 
Janssen et al., 1996; Lasker & Toedter, 1991; Neugebauer et al., 1992b; Thapar & 
Thapar, 1992).   
Specifically regarding grief and gestational length at time of loss, Lasker and 
Toedter (2000) reported that examination of 22 studies revealed a consistent relationship 
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between higher grief scores, as measured by the PGS, and later gestational length at time 
of loss.  For instance, both Goldbach and colleagues (1991) and Franche (2001) 
documented that higher scores on the Active Grief, Difficulty Coping, and Despair 
subscales of the PGS were associated with later gestational length at time of loss.  Of the 
studies investigating depression, three studies (Garel et al., 1992; Janssen et al., 1996; 
Neugebauer et al., 1992b) found a positive relationship between elevated depressive 
symptomatology and later loss.  Alternately, Thapar and Thapar (1992) found that 
women experiencing loss prior to 16 weeks had higher depressive scores than women 
miscarrying after 16 weeks immediately following loss.  The findings suggest that length 
of gestation at time of loss may have a differential impact depending on the outcome of 
interest.      
Studies of maternal attitude towards the pregnancy have typically examined the 
relationship between psychopathology and negative feelings toward the pregnancy and 
whether the pregnancy was planned and wanted.  In a within-group study of miscarrying 
women, Beutel and colleagues (1995) found that ambivalence towards the pregnancy was 
related to depressive symptoms but not grief symptoms.  Neugebauer and colleagues 
(1992b) reported that miscarrying women who lost a ‘wanted child’ exhibited elevations 
in depressive symptoms as compared to pregnant controls, with no difference in 
symptomatology found between miscarrying with an unwanted pregnancy and pregnant 
controls.  In terms of anxiety, two studies have found an increase in anxiety 
symptomatology in miscarrying women who had unplanned pregnancies (Prettyman et 
al., 1993; Thapar & Thapar, 1992).  In contrast, two studies found no relationship 
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between whether a pregnancy was planned or unplanned and anxiety (Friedman & Gath, 
1989; Jackman et al., 1991). 
Reproductive History.  Other studies have examined whether a woman’s 
reproductive history is related to psychological distress following loss, with examination 
typically focusing on prior losses and infertility.  The majority of studies investigating the 
relationship between prior reproductive losses, including elective abortions, and 
psychological morbidity have not found an association (Friedman & Gath, 1989; Garel et 
al., 1992; Klier et al., 2000; Neugebauer et al., 1992b; Neugebauer et al., 1997).  
Regarding infertility, Garel and colleagues (1992) found an increased risk for depression 
immediately following miscarriage among women with a history of infertility, although 
this risk was no longer apparent at three months post-loss.  Friedman and Gath (1989) did 
not find a relationship between emotional distress and history of infertility in a sample of 
miscarrying women at one month post-loss.     
Satisfaction with Care.  Anecdotal reports and phenomenological studies of 
women’s experiences of reproductive loss frequently include women’s perception of the 
care received from healthcare professionals during and after the loss (e.g., Bansen & 
Stevens, 1992; Estok &  Lehman, 1983; Hutti, 1986, 1988; Leask, 1991; Lovell, 1982; 
Saflund, Sjogren, & Wredling, 2004).  The possibility of a relationship between the 
attitudes and behaviors of healthcare professionals and women’s psychological well-
being following perinatal loss was suggested 35 years ago by Wolff and colleagues 
(1970) in their study of grief reactions following neonatal death.  The researchers noted 
that approximately half of the thirty women interviewed following loss perceived the 
hospital staff as “cold and distant” (p. 76).  Similarly, Benfield and colleagues (1978) 
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stated that the “attitudes and behavior of health care personnel adversely influenced 
parent grieving” following neonatal loss, while Rowe and colleagues (1978) reported that 
60% (N= 15) of women experiencing stillbirth were unhappy with the way information 
was communicated to them by healthcare professionals following their loss.  In their 
interviews with 24 parents who experienced a perinatal loss, Estok and Lehman (1983) 
found that parents wanted to “be told of the death in a kind way” (p. 18), with doctors and 
nurses acknowledging their feelings (p. 17).   
Subsequent research has focused on more formally assessing women’s 
satisfaction with care following perinatal loss (e.g., Cecil, 1994; Conway, 1995; Conway 
& Russell, 2000; Dunn, Goldbach, Lasker, & Toedter, 1991; Friedman, 1989; Hamilton, 
1989; Moohan, Ashe, & Cecil, 1994).  For instance, in a study of 143 women 
experiencing either miscarriage or stillbirth, Cuisinier and colleagues (1993) found that 
women experiencing miscarriage were less satisfied with care as compared to women 
experiencing stillbirth.  The researchers noted that women’s dissatisfaction related 
primarily to “professional support” aspects of care (p. 166) rather than medical care, as 
evidenced by women’s comments that the medical staff “showed too little understanding” 
for their feelings, “were too cool/impersonal,” provided “too little information,” and 
“informed them in an insensitive way” of the loss.  The finding that women experiencing 
early loss are more dissatisfied with care may be accounted for by differences in care 
provided by healthcare professionals based on length of gestation at time of loss, with at 
least one study (Reed, 1992) documenting that women experiencing later losses receive 
greater priority for care and emotional support from obstetrical nurses as compared to 
women experiencing earlier losses.   
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Relatively few studies have specifically examined the relationship between 
women’s satisfaction with care provided by healthcare professionals and psychological 
distress.  Lasker and Toedter (1994) attempted to clarify the relationship between grief 
following pregnancy loss and satisfaction with care, examining both the effect of 
receiving an intervention (e.g., grief process explained, cause of loss explained) as well 
as the influence of having multiple interventions.  In general, parents who received a 
specific intervention were significantly more satisfied than those who did not, regardless 
of length of gestation at time of loss.  A significant, positive relationship was found 
between number of interventions and satisfaction for parents experiencing early losses, 
with no relationship found between these two variables for parents experiencing later 
losses.  In terms of the relationship between satisfaction with care and grief, the 
researchers reported that satisfaction with care at two months post-loss was negatively 
related to grief scores on the PGS at two months, one year, and two years post-loss, such 
that greater satisfaction was associated with lower grief scores.  Building on this research, 
Rich (2000) examined whether use of post-loss services accounts for the variance in the 
grief reactions of parents experiencing perinatal loss.  Noting gender differences for 
prediction of grief, Rich reported that attending a support group and attending counseling 
were associated with higher grief scores on the PGS among bereaved women.  Rich 
suggests that these results may be explained by the fact that only women who appeared 
psychologically distressed following the loss were referred for or sought additional 
services, as only one half of all women reported receiving counseling services.  This 
explanation seems plausible as relatively few women experiencing reproductive loss are 
referred for or pursue formal therapeutic intervention.   
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The results from these studies suggest that it is less about the specific 
interventions offered; rather, it seems that satisfaction is related to how care from 
healthcare professionals is delivered in the post-loss period.  Specifically, it seems that 
women attend to the manner in which healthcare professionals convey information and 
whether they validate the loss as a ‘real loss.’  Thus it seems possible that women’s 
perception of care, specifically whether women perceive healthcare professionals as 
providing empathetic and sensitive care, may impact psychological distress more than 
whether a specific intervention is performed.  This particular area warrants further 
investigation, as the recent movement in post-loss care has been the implementation of 
protocols of specific checklists to be performed by healthcare professionals immediately 
following loss.       
Information about Cause of Loss.  Given that women have consistently identified 
the provision of information regarding possible causes of reproductive loss as a critical 
component of post-loss care (e.g., Hutti, 1988), researchers have attempted to assess the 
relationship between cause of loss and psychological distress.  The desire for causal 
information may in part reflect women’s concern that they are responsible for the loss 
and a need to make sense of a seemingly uncontrollable event (Jind, 2003).  This is 
consistent with attributional theory literature within the social psychology field which 
would predict that, because individuals have a need to believe that the world is 
controllable and predictable, women experiencing the sudden and unexpected loss of a 
pregnancy will seek an explanation for the loss (Jind, 2003; Tunaley et al., 1993).   
Consistent with this theoretical framework, Nikcevic and colleagues (1999) 
examined whether providing women with information regarding the cause of miscarriage 
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has an effect on women’s anxiety, depression, and grief symptoms.  While no 
relationship was found between provision of information regarding cause of the loss and 
anxiety and depression symptomatology in the sample as a whole (N = 143), those 
women provided with an identified cause for the miscarriage (N = 87) reported less self-
blame than those women for which a cause was not able to be identified (N = 56) at four 
months post-loss.  The authors also report a “trend towards lower levels of grief in 
women in whom the cause of miscarriage was identified” (p. 811), suggesting that a 
discussion of etiological causes of miscarriage may confer some benefit in the form of 
increased emotional adaptation following loss.  Jind (2003) examined whether the 
specific attributions parents make for a perinatal loss influences “post-traumatic 
symptomatology” (p. 383).  The author reported that attributing the loss to “something 
one did or did not do” (p. 388) was “positively and significantly correlated” with 
symptoms of post-traumatic stress disorder at both 1-14 weeks and 15-61 weeks post-
loss.  In light of the findings by Nikcevic and colleagues (1999), the results reported by 
Jind (2003) suggest that without a medical explanation for the cause of loss, women 
experiencing perinatal loss frequently engage in “behavioral self-blame” (p. 387).  This is 
consistent with the findings of a study conducted by Seibel and Graves (1980).  The 
researchers noted that of the 93 women they interviewed following a dilation and 
curettage (D & C) procedure, 25% believed they were “personally responsible” for the 
miscarriage (p. 163), with 20% worrying that they caused the loss through “hard work or 
heavy lifting” (p. 162).   
The fact that women may be inclined to blame themselves following reproductive 
loss is not surprising.  Despite the many positive consequences of an increased focus on 
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women’s reproductive health over the last forty years, an unintended result is the “ethic 
of individual control” that now permeates the process of reproduction (Layne, 2003, p. 
1888).  Layne argues that in an attempt to empower women in their decision-making 
processes regarding reproduction and their bodies, the women’s health movement has 
emphasized a level of control over reproductive health which women do not possess, 
regardless of how meticulous and vigilant they are in the care of their bodies.  
Reproductive loss exemplifies this dilemma, as many women are inundated with 
information and guidelines delineating actions that they should take to assure a healthy 
pregnancy and birth.  This inundation of information may inadvertently send the message 
that if the pregnancy fails, the woman is to blame.  Previous studies have found a positive 
correlation between feelings of self-blame and anxiety and depression symptoms 
following miscarriage (Madden, 1988; Nikcevic et al., 1998), highlighting a possible 
relationship between the provision of causal information for reproductive loss, self-blame 
and psychological distress.                             
Perception of Social Support.  The relationship between stressful life events, 
social support, and psychological well-being has received much research attention over 
the last 30 years (e.g., Cobb, 1976; Cohen & Wills, 1985).  Because reproductive loss is 
conceptualized as a stressful life event, researchers frequently investigate the role of 
social support on women’s psychological distress following reproductive loss.  Not 
surprisingly, studies have shown that women’s perception of social support from 
partners, family and friends following reproductive loss is related to emotional 
adaptation, such that bereaved women who feel supported are less distressed (Cuisinier et 
al., 1993; Conway, 1995; Engler & Lasker, 2000; Hart, 2004; Lasker & Toedter, 1991; 
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Rajan, 1994; Rajan & Oakley, 1993; Zeanah et al., 1995).  Findings from studies 
specifically examining support from women’s partners suggest that support from this 
relationship is particularly important, with a lack of partner support associated with 
increased risk for intense grief and psychological morbidity (Beutel et al., 1995; Cordle 
& Prettyman, 1994; Cuisiner et al., 1993; Lasker & Toedter, 1991; Zeanah et al., 1995).     
Rationale for Current Study 
 
 Reproductive loss is an inherent part of the reproductive process, with 
approximately one in five clinically recognized pregnancies ending in miscarriage and 
one in every two hundred pregnancies ending in stillbirth.  As discussed above, research 
supports that women experiencing reproductive loss grieve and are at increased risk for 
affective and anxiety symptomatology and possibly disorder for at least the first six 
months post-loss.  These findings suggest that in addition to the personal discomfort 
associated with the onset of psychological distress, women’s functioning in other 
important areas of their lives may be impaired following loss.  For instance, the distress a 
woman experiences following reproductive loss may interfere with her ability to care for 
living children, increase marital conflict, strain social relationships, and/or decrease work 
productivity.   Acknowledging that reproductive loss is associated with psychological 
distress, researchers have attempted to identify assessment instruments that can identify 
women at risk for future distress.  The Perinatal Grief Scale has shown promise as a 
measure that is able to identify women who are at increased risk for severe grief 
reactions.  Additionally, researchers have attempted to identify factors that may 
contribute to women’s distress following the experiences of miscarriage and stillbirth.  
Research in this area indicates that demographic factors have very little influence on 
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women’s distress and suggests that factors related to women’s attributions and perception 
of the loss experience may have the most influence on women’s emotional adaptation. 
Based on a review of the literature, the original three aims of the study were: 
Original Specific Aims of Study 
Aim # 1: Documentation of the occurrence of grief, depressive, and 
anxiety symptomatology as well as affective and anxiety 
disorders in the six months following reproductive loss.   
 
The first aim of the original proposal was to systematically document women’s 
distress in the first six months following reproductive loss.  Establishing a natural 
timeline for grief, depression, and anxiety following reproductive loss is imperative in 
order to delineate a ‘normal’ response from what might be deemed a pathological 
response.  While many studies have examined women’s distress, few have systematically 
measured grief, depression, and anxiety in the same sample of women at more than one 
time point.  Additionally, no study has formally assessed both affective and anxiety 
symptomatology as well depressive and anxiety disorders in the same sample of women 
at more than one time point.  Because the objective was to document the incidence of 
these three distinct psychological entities in the six months following reproductive loss, 
no specific hypotheses were made regarding this specific aim. 
Aim # 2:  Examination of the predictive ability of initial grief 
regarding subsequent grief, depression and anxiety 
following reproductive loss. 
 
The second aim of the proposed research was to examine whether grief 
immediately following loss can predict future distress.  The original proposal included an 
examination of the relationship between initial grief intensity and subsequent grief, 
depression and anxiety reactions.  The ability to predict women’s distress is clinically 
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relevant because it would allow healthcare professionals to offer appropriate post-loss 
care and referrals to women who may be at increased risk for psychological distress 
following reproductive loss.  The original hypotheses related to this specific aim 
(Hypotheses 1-3) are delineated below. 
Aim # 3: Examination of the influence of women’s feelings of 
personal responsibility for loss and perception of care 
provided by healthcare professionals immediately 
following loss on grief, depression and anxiety. 
   
The third aim of the proposed research was to identify factors that may account 
for women’s distress following reproductive loss.  The findings from prior research 
regarding predictors of women’s distress suggest that those factors related to women’s 
attributions and perceptions of the loss experience are the most influential in terms of 
women’s emotional adaptation.  Based on the literature, it seems plausible that women’s 
feelings of personal responsibility for the loss and their perception of care from 
healthcare professionals immediately following the loss influence women’s subsequent 
psychological distress.  Empirical confirmation that these two variables significantly 
influence women’s distress could serve as the impetus for practical systematic changes 
within hospitals in terms of the care provided to women immediately following 
reproductive loss.  The original hypotheses related to this specific aim (Hypotheses 4-9) 
are delineated below. 
Original Hypotheses to Be Tested 
1.  It was hypothesized that higher scores on the Difficulty Coping and Despair  
subscales of the grief measure, the Perinatal Grief Scale (PGS), would predict 
greater levels of grief.  Specifically, elevated scores on these two PGS 
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subscales at Time 1 (within four weeks of the loss) would predict elevated 
summary scores on the PGS at Time 2 (six months from date of loss).   
2.  It was hypothesized that elevated scores on the Difficulty Coping and Despair  
     subscales of the PGS would predict elevated levels of depression.  Specifically,  
     elevated scores on these two PGS subscales at Time 1 would predict:  
     (a) elevated scores on the continuous depression measure, the Center for  
     Epidemiologic Studies Depression (CES-D) scale, at Time 2; and (b) clinical  
     depression diagnoses (Structured Clinical Interview for DSM-IV Disorders;  
     SCID) at Time 2. 
3.  It was hypothesized that elevated scores on the Difficulty Coping and Despair  
     subscales of the PGS would predict greater levels of anxiety.  Specifically,  
     elevated scores on these two PGS subscales at Time 1 would predict:  
     (a) elevated scores on the continuous anxiety measure (State Trait Anxiety  
     Inventory; STAI State subscale) at Time 2; and (b) clinical anxiety diagnoses  
     (SCID) at Time 2.  
4.  It was hypothesized that elevated scores on the Attributional  
     Questionnaire (AQ) would predict elevated levels of grief.  Specifically,  
     elevated scores on the AQ at Time 1 would predict:  (a) elevated summary  
     scores on the continuous grief measure (PGS) at Time 1 & 2. 
5.  It was hypothesized that elevated scores on the AQ would predict elevated  
     levels of depression.  Specifically, elevated scores on the AQ at Time  
     1 would predict:  (a) elevated scores on the continuous depression measure  
     (CES-D scale) at Time 2; and (b) clinical depression diagnoses (SCID) at Time  
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     1 & 2. 
6.  It was hypothesized that elevated scores on the AQ would predict elevated  
levels of anxiety.  Specifically, elevated scores on the AQ at Time 1 would 
predict: (a) elevated scores on the continuous anxiety measure (STAI State 
subscale) at Time 2; and (b) clinical anxiety diagnoses (SCID) at Time 1 & 2.  
7.  It was hypothesized that lower scores on the Interpersonal Aspects of Care  
     (IAC) Scale would predict greater levels of grief.  Specifically, lower scores  
     on the IAC scale at Time 1 would predict:  (a) elevated summary scores on the  
     continuous grief measure (PGS) at Time 1 & 2. 
8.  It was hypothesized that lower scores on the IAC scale would predict elevated  
     levels of depression.  Specifically, lower scores on the IAC scale at Time 1  
     would predict: (a) elevated scores on the continuous depression measure (CES- 
     D scale) at Time 1 & 2; and (b) clinical depression diagnoses (SCID) at Time 1  
     & 2. 
9.  It was hypothesized that lower scores on the IAC scale would predict elevated     
     levels of anxiety.  Specifically, lower scores on the IAC Scale at Time 1 would  
     predict: (a) elevated scores on the continuous anxiety measure (STAI State  
     subscale) at Time 1 & 2; and (b) clinical anxiety diagnoses (SCID) at Time 1  
     & 2.  
Modifications to the Original Proposal 
 The original study proposal was significantly modified owing to the real world 
challenges confronted during the first year and a half of data collection.  These challenges 
included difficulty establishing contact with women within four weeks of the loss event, 
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reliance on healthcare providers for referrals, resistance from healthcare providers 
regarding referring potential participants to the study, a lack of substantial reimbursement 
for participation and the need for assessment to occur in person in a one-on-one format 
due to administration of the Structured Clinical Interview.  Prior to modifying the study 
design, efforts were made to address these challenges.  The principal investigator 
attempted to develop relationships with and recruit at additional sites, to include the Birth 
Center at Bryn Mawr, Crozer-Keystone Health System, Lankenau Hospital, Maternal 
Wellness Center, Maternity Care Coalition, Pennsylvania Hospital and the University of 
Pennsylvania Health System.  Despite actively working to facilitate relationships with 
these organizations, these efforts did not significantly increase recruitment.  The principal 
investigator also applied for two grants in order to increase participant reimbursement 
and therefore possibly improve recruitment; however, the current study was not funded. 
Acknowledging these difficulties, the principal investigator modified the study 
design to facilitate data collection.  The original inclusion criterion of loss within the past 
four weeks was modified to allow women experiencing miscarriage or stillbirth at any 
time in their life to participate.  The relative low base rate of miscarriage and stillbirth 
presents an already restricted population which was decreased further by the criterion of 
loss within the past four weeks.  Difficulties recruiting this population are common (J. 
Lasker, personal communication, February 8, 2005) and the initial year and a half of 
recruitment confirmed this obstacle.  Due to difficulty in obtaining referrals from 
recruitment sites, the design was modified to allow potential participants to self-refer via 
posted advertisements, advertisements on perinatal bereavement organization’s website 
(http://www.bereavementprograms.com/Researchpage.htm), and through word of mouth.   
   45
Additionally, the original plan to conduct assessments at four weeks and six months post-
loss was changed to a single assessment time.  The six month time period between 
assessments was found to be prohibitive due to the difficulty obtaining Time 1 data and 
this difficulty was compounded by the anticipated attrition rates.  Acknowledging the loss 
of definitive data regarding the diagnosis of mood and anxiety disorders, the SCID 
portion of the assessment battery was omitted to permit participants to complete the 
assessment battery either in-person or via a mailed assessment battery.  Due to the 
omission of the SCID, the Impact of Events Scale-Revised (IES-R) measure was 
substituted in place of the State Trait Anxiety Inventory-State subscale to capture post-
traumatic stress responses following the loss experience.  Finally, the Provision of 
Information Questionnaire (PIQ) was added to the assessment battery to collect 
information about whether women were provided with information about possible or 
specific causes of their losses.   
As a result of these modifications, the original aims of the study and research 
questions could not be evaluated.  As such, the original specific aims and research 
questions were modified to the following: 
New Specific Aims of Study 
 Specific Aim # 1: Documentation of the occurrence of grief, depressive and 
anxiety reactions following the experiences of miscarriage 
and stillbirth.    
 
The first aim of the current study was to systematically document the range of 
women’s reactions to the experiences of miscarriage and stillbirth.  Because the objective 
was to document the incidence of these three distinct psychological entities following the 
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experiences of miscarriage and stillbirth, no specific hypotheses were made regarding this 
specific aim.   
Specific Aim # 2: Comparison of the occurrence of grief, depressive and 
anxiety reactions by gestational length.    
 
The second aim of the current study was to compare the psychological  
 
responses of women experiencing miscarriage and stillbirth.  These comparisons allow 
 
for the characterization of the psychological responses of these two unique groups and 
 
provide information related to the influence of gestational length on grief, depression and  
 
anxiety.  As the reviewed research regarding the relationship between gestational  
 
length at time of loss and psychological distress is equivocal (owing to previously  
 
discussed factors), no specific hypotheses were made regarding this specific aim. 
 
Specific Aim # 3: Examination of the relationship between psychological 
distress and women’s attributions for the loss, perception 
of care provided by healthcare professionals and provision 
of etiological information following loss. 
 
The third aim of the current study was to identify factors that may be associated 
with women’s distress following miscarriage and stillbirth.  The findings from prior 
research regarding predictors of women’s distress suggest that those factors related to 
women’s attributions and perceptions of the loss are the most influential in terms of 
women’s emotional adaptation.  Based on the literature, it is hypothesized that women’s 
attributions for the loss, their perception of care from healthcare professionals following 
the loss and the provision of etiological information influence psychological distress.  
The following hypotheses were tested to evaluate Aim # 3:   
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New Hypotheses to Be Tested 
 
1. It was hypothesized that elevated scores on the subscales of the AQ would be 
associated with elevated levels of grief.  Specifically, elevated scores on the 
continuous Behavioral and Internal/Characterological subscales of the AQ 
would be associated with:  (a) elevated scores on the total PGS and the three 
PGS subscales (Active Grief, Difficulty Coping and Despair). 
2. It was hypothesized that elevated scores on the subscales of the AQ would be 
associated with elevated levels of depressive symptomatology.  Specifically, 
elevated scores on the Behavioral and Internal/Characterological subscales of 
the AQ would be associated with:  (a) elevated scores on the CES-D scale. 
3. It was hypothesized that elevated scores on the subscales of the AQ would be 
associated with elevated levels of anxiety symptomatology.  Specifically, 
elevated scores on the Behavioral and Internal/Characterological subscales of 
the AQ would be associated with:  (a) elevated scores on the STAI Trait 
subscale and (b) elevated scores on the three IES-R subscales (Intrusion, 
Avoidance and Hyper-arousal). 
4.  It was hypothesized that lower scores on the IAC scale would be associated  
     with elevated levels of grief.  Specifically, lower scores on the IAC scale   
     would be associated with:  (a) elevated scores on the total PGS and the three  
     PGS subscales (Active Grief, Difficulty Coping and Despair). 
5.  It was hypothesized that lower scores on the IAC scale would be associated  
     with elevated levels of depressive symptomatology.  Specifically, lower scores   
               on the IAC scale would be associated with: (a) elevated scores on the  
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                 CES-D scale. 
6. It was hypothesized that lower scores on the IAC scale would be associated  
with elevated levels of anxiety symptomatology.  Specifically, lower scores on 
the IAC scale would be associated with:  (a) elevated scores on the STAI Trait 
subscale and (b) elevated scores on the three IES-R subscales (Intrusion, 
Avoidance and Hyper-arousal). 
7. It was hypothesized that being provided information about possible or specific 
causes of loss would be associated with lower levels of grief symptomatology.  
Specifically, endorsement of the two items on the PIQ would be associated 
with:  (a) lower scores on the total PGS and the three PGS subscales (Active 
Grief, Difficulty Coping and Despair).   
8. It was hypothesized that being provided information about possible or specific 
causes of loss would be associated with decreased levels of depressive 
symptomatology.  Specifically, endorsement of the two items on the PIQ 
would be associated with:  (a) lower scores on the CES-D scale. 
9. It was hypothesized that being provided information about possible or specific 
causes of loss would be associated with decreased levels of anxiety 
symptomatology.  Specifically, endorsement of the two items on the PIQ 
would be associated with:  (a) lower scores on STAI Trait subscale and (b) 
lower scores on the three IES-R subscales. 
The power calculation conducted for the original study design involved the most 
stringent statistical analysis, a regression model including a set of covariates and a 
predictor variable.  The original power calculation indicated that 65 participants would be 
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needed to achieve a power of .80 and at least a medium effect size (Cohen, 1988).  Based 
on attrition rates reported in the literature for this population (e.g., Neugebauer et al., 
1992a), a sample size of 75 participants was deemed necessary to address the research 
questions in the original proposal.  Because of the previously mentioned modifications to 
the original study design and the fact that a sufficiently large sample was not achieved, 
regression analyses were not conducted.  Simple correlations and independent sample t-
tests were used to address the new specific aims of the study.      
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CHAPTER 2:  METHODS 
Participants  
 Recruitment.  Participants were recruited from the Women’s Care Center of 
Drexel University College of Medicine, an outpatient clinic that provides gynecologic, 
obstetric and reproductive health services to women in the Philadelphia area.  The Office 
Manager of the Women’s Care Center provided a list to the research team on a weekly 
basis of potential participants who agreed to be contacted to receive information about 
the study.  Additionally, health care providers at the Center were provided with study 
brochures (see Appendix A) to distribute to interested potential participants.  Fliers (see 
Appendix B) were posted in public areas of Hahnemann University Hospital, Drexel 
University midwifery clinics and Drexel University academic buildings.  Brochures were 
also provided to staff members at a UNITE pregnancy loss support group site, the 
Maternal Wellness Center and the Maternity Care Coalition in Philadelphia to distribute 
to potential participants.  An informational posting (see Appendix C) was also placed on 
the website of a perinatal bereavement organization (Gundersen Lutheran Bereavement 
Services).   
  Inclusion and exclusion criteria.  Inclusion criteria for this study were (1) female 
gender; (2) 18 years of age or older; (3) experience of miscarriage and/or stillbirth; and 
(4) fluency in English.  There was no exclusion criterion related to gravidity or parity.     
Measures 
Demographics Questionnaire (Appendix D).  The Demographics Questionnaire is 
a self-report measure created for the current study that collects information including:  
age, ethnicity, level of education, marital status, annual family income, length of 
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gestation at time of most recent loss, length of time since most recent loss, number of 
previous perinatal losses, number of living children, use of perinatal support resources, 
history of psychiatric disorder, history of psychotherapy and use of psychotropic 
medication.   
Perinatal Grief Scale-Short Version (PGS; Potvin, Lasker, & Toedter, 1989; 
Toedter, Lasker, & Alhadeff, 1988; Appendix E).  The PGS short-version is a 33-item 
self-report measure designed to measure the unique aspects of grief experienced 
following reproductive loss.  The PGS yields a total grief score as well as scores on three 
factor analysis-derived subscales:  the Active Grief subscale, a measure of grief features 
such as sadness and crying; the Difficulty Coping subscale, a measure of functional 
impairment related to normal daily activities and social interaction; and the Despair 
subscale, which measures feelings of worthlessness and hopelessness.  Each subscale 
includes 11 items.  Respondents rate their agreement with statements on a 5-point Likert 
scale ranging from “strongly agree to strongly disagree.”  The measure’s ability to assess 
the unique features of grief associated with reproductive loss and predictive ability for 
future grief reactions has made it the most widely used grief instrument in perinatal 
bereavement research.   
 The short-version of the PGS has demonstrated excellent internal consistency 
reliability and good test-retest reliability (Toedter, Lasker, & Janssen, 2001).  Published 
internal consistency reliability coefficients range from .92 to .96.  Because grief is 
expected to diminish as time increases from the loss event, test-retest reliability 
coefficients range from .59 to .66.  The PGS short-version also has demonstrated good 
construct and convergent validity (Toedter et al., 2001). 
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 Center for Epidemiologic Studies Depression Scale (CES-D; Radloff, 1977; 
Appendix F).   The CES-D scale is a 20-item self-report measure which assesses 
affective, cognitive, and somatic symptoms of depression in the past week, with an 
emphasis on mood.  Respondents rate the frequency of each specific symptom on a 4-
point Likert scale ranging from “rarely” to “most or all of the time.”  Scores for each item 
are summed, with higher scores indicating greater depressive symptomatology.  The 
CES-D scale has acceptable psychometric properties, with internal consistency ranging 
from .80 to .90 and test-retest reliability ranging from .40 to .70 (Devins et al., 1988; 
Himmelfarb & Murrell, 1983; Radloff, 1977).  The measure correlates well with other 
measures of depressive symptomatology (e.g., Symptom Checklist List-90), is able to 
distinguish clinically depressed patients from community samples, and has been used 
with samples of pregnant women (Zuckerman, Amaro, Bauchner, & Cabral, 1989) and 
women experiencing pregnancy loss (Neugebauer et al., 1992a).   
State Trait Anxiety Inventory (STAI; Speilberger, Gorsuch, & Lushene, 1969; 
Appendix G).  The STAI is a 40-item self-report measure consisting of two separate 
scales measuring state and trait anxiety, with each scale containing 20 items.  State 
anxiety reflects a "transitory emotional state or condition of the human organism that is 
characterized by subjective, consciously perceived feelings of tension and apprehension, 
and heightened autonomic nervous system activity."  State anxiety is expected to 
fluctuate over time and vary in intensity depending on situational factors.  Trait anxiety 
denotes "relatively stable individual differences in anxiety proneness" and refers to a 
general tendency to respond with anxiety to perceived threats in the environment.  On a 
4-point Likert scale, participants report the degree to which the statements describe their 
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feelings in the moment (state anxiety) and in general (trait anxiety).  Reliability 
coefficients range from .65 to .86 for the trait anxiety scale and from .16 to .62 for the 
state anxiety scale, suggesting that the measure reliably distinguishes between stable and 
transitory anxiety, with low stability for state anxiety expected as it is hypothesized that 
this construct captures situational anxiety.  For the current study, only the trait anxiety 
portion of the instrument will be used.  
       Impact of Events Scale-Revised (IES-R; Weiss & Marmar, 1997; Appendix H).  
The Impact of Events Scale-Revised is a 22-item self-report measure which consists of 
the 15 original items from the Impact of Events Scale (Horowitz, Wilner, & Alvarez, 
1979) and seven additional items that assess hyper-arousal and re-experiencing symptoms 
related to the trauma.  The original Impact of Events Scale was designed to assess 
individuals’ subjective distress to the experience of bereavement, with its use expanded 
to include the assessment of individuals’ reactions to a variety of traumas.  The IES-R 
was created to include the additional construct of hyper-arousal and an item assessing re-
experiencing of the trauma in order to capture the DSM-IV criteria for post-traumatic 
stress disorder.  Respondents indicate their agreement with the measure’s items on a 0 to 
4 Likert scale, with the anchor points ranging from “not at all” to “extremely.”  The 
measure produces summary scores for three subscales:  Intrusion, Avoidance, and Hyper-
arousal.  Published internal consistency reliability coefficients range from .87 to .92 for 
the intrusion subscale; .84 to .86 for the avoidance subscale; and .79 to .90 for the hyper-
arousal scale (Weiss & Marmar, 1997).  In two population samples (n = 429; n = 197), 
test-retest reliability coefficients range from .57 to .94 for the Intrusion subscale; .51 to 
.89 on the Avoidance subscale; and .59 to .92 on the Hyper-arousal subscale, which the 
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test developers attribute to length of time since the trauma event at the time of assessment 
(Weiss & Marmar, 1997).  The IES-R has demonstrated adequate construct and criterion 
validity (Weiss & Marmar, 1997). 
Attributional Questionnaire (AQ; Heikkinen, 1995; Appendix I).  The Pregnancy 
Loss Attributional Questionnaire is a 21-item self-report measure designed to examine 
the attributions made by women as to the cause of miscarriage.  Respondents rate their 
agreement with statements regarding possible causes of the loss on a 5-point Likert scale 
ranging from “not at all” to “very strongly.”  The measure was created by a doctoral 
candidate for the purposes of her dissertation project based on attributional theory related 
to spontaneous abortion (Madden, 1988).  Specifically, the measure was designed to 
assess the types of attributions women make regarding the cause of miscarriage, with 
each attribution categorized as either an external attribution, internal characterological 
attribution, or internal behavioral attribution.  Each attributional subscale consists of 
seven items.  The only psychometric information available comes from the published 
dissertation and relates to inter-rater reliability.  Heikkinen reported that “inter-rater 
reliability for rating items as external, internal characterological or internal behavior was 
100%” (1995; p. 49).  Despite the lack of psychometric information, this measure was 
chosen because of its ability to specifically assess women’s feelings of personal 
responsibility for reproductive loss, as currently, there are no standardized measures of 
this construct.  So as to be sensitive to women’s specific loss experience, the investigator 
of the current study modified the measure slightly, changing the title from “Pregnancy 
Loss Attributional Questionnaire” to “Attributional Questionnaire” and replacing the 
phrase “miscarriage” with “loss.”   
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Interpersonal Aspects of Care Scale (IAC Scale; Hayes & Baker, 1998; Appendix 
J).  The IAC scale is an 8-item measure designed to assess patient satisfaction with 
interpersonal aspects of health care delivery.  Respondents rate on a 5-point Likert scale 
ranging from “poor” to “excellent” their satisfaction with their interactions with 
healthcare providers.  Psychometric information was derived following administration to 
484 patients seen in an emergency department of a large public hospital, with the 
measure demonstrating adequate internal consistency (Cronbach’s alpha = 94) and 
convergent validity (Hayes & Baker, 1998).  The principal investigator of the current 
study modified the measure for use in the study.  Specifically, the instructions were 
reworded to refer to the reproductive loss event, the term ‘examiner’ was changed to the 
phrase ‘doctor or nurse’ and two items were added (“How was your doctor or nurse at 
treating your loss as a real loss?” and “How was your doctor or nurse at providing 
emotional support?”).   
Provision of Information Questionnaire (PIQ: Appendix K).  The PIQ was created 
for use in the current study to assess whether women were provided with information 
about possible or actual causes of their losses.  The measure consists of two items (“After 
your most recent loss, did a healthcare professional provide you with information about 
possible causes of your loss?” and “After your most recent loss, did a healthcare 
professional inform you of the specific cause of your loss?”).   
Procedure 
Potential participants referred by the Women’s Care Center were contacted by a 
member of the research team and provided with additional information about study 
participation.  If the participant remained interested in participating, they were either 
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scheduled for an in-person assessment or mailed an assessment battery.  Potential 
participants who contacted the study via advertisements were contacted by a member of 
the research team by either by phone or e-mail, depending on the participant’s initial 
source of contact.  Participants were provided with additional information about the study 
and those that remained interested were either scheduled for an in-person assessment or 
mailed an assessment battery.    
 Informed consent and assessment.  Participants who chose to complete the 
assessment battery in-person were scheduled to meet with a member of the research team 
at a location comfortable for the participant.  Locations for the assessments included the 
Drexel University Center City Hahnemann campus Student Counseling Center, a 
Starbucks restaurant and a participant’s home.  Participants were provided with a 
description of the study (see Appendix L) and provided the opportunity to ask additional 
questions about the research procedures.  They were given a consent form to read, review 
and sign if they decided to enroll in the study.  If the participant provided consent, the 
research team member presented the assessment battery to the participant and instructed 
them to read the directions and complete the measures.  Upon completion of the 
measures, participants were provided with a resource information sheet (Appendix M) 
and a $5 Starbucks gift card to compensate them for their participation.  Participants who 
elected to complete the assessment battery via mail were sent the study assessment 
battery, including the study summary sheet, a study instructions sheet (Appendix N), the 
consent form, the study measures, the resource information sheet and a name and address 
form for reimbursement.  Upon receipt of the assessment battery, the participants were 
mailed a $5 Starbucks gift card to the address provided.    
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Human subjects concerns.  Participants provided informed consent for 
participation in this study as detailed above.  In consenting to participate, the participants 
agreed to notify the research team if they experienced severe distress while completing 
the measures so that the participant and a research team member could discuss referral 
and treatment options.  All participants were provided with a resource information sheet, 
which included contact information for the research team as well as contact information 
for national perinatal bereavement support organizations and information about how to 
access mental health services.       
Statistical Analyses 
 Data verification.  For in-person assessments, all assessment measures were 
screened for missing data and unclear responses and discrepancies were addressed with 
the participant.  Mailed assessment packets could not be reviewed for completeness and 
this resulted in omitted responses to items on some measures.  In some cases, this 
prevented the attainment of summary scale scores on measures and reduced the sample 
size for specific analyses.  Data was checked for out-of-range values.  Frequency 
distributions and graphs were generated to gather information on data distributions.     
 Preliminary analyses.  Descriptive analyses were conducted to characterize the 
sample.  The validity of the assumptions underlying each statistical procedure was tested.  
Because the distribution of scores on Internal/Characterological subscale of the 
Attributional Questionnaire was positively skewed and this violated the assumption of 
normal distribution, attempts were made to transform the data by first removing an 
outlying score and then performing logarithmic and square root transformations.  As the 
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distribution remained skewed, correlation analyses were carried out using Spearman’s 
correlation coefficient for this subscale.    
Primary analyses.  Descriptive statistics were generated for all the psychological 
distress measures (PGS scales, CES-D scale, STAI-Trait scale, IES-R scales) in order to 
address Aim #1.  To address Aim #2, participants were dichotomized into the following 
two categories:  a miscarriage cohort and a stillbirth cohort.  Loss prior to 20 weeks 
gestation was categorized as a miscarriage while loss at or after 20 weeks was 
categorized as a stillbirth.  Independent samples t-tests were then conducted to compare 
differences in psychological distress by loss cohort.  To address the nine hypotheses of 
Aim #3, one-tailed bivariate correlations were conducted.   
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CHAPTER 3:  RESULTS 
Sample Description 
 
Participants.  A total of thirty-six women expressed interest in the study and 
agreed to be contacted by a member of the research team to receive additional 
information about participation.  Of the thirty-six potential participants, sixteen ultimately 
did not participate in the study.  Five women declined participation after being provided 
further information about the study.  Five women did not respond to multiple messages 
left on their home telephones and one woman’s telephone was disconnected.  Two 
women requested that the research team member call back at another time and 
subsequently did not respond to messages left by the research team.  Three women who 
scheduled times to meet with a member of the research team to complete the study 
assessment battery did not show up for the meeting and did not respond to multiple 
attempts to reschedule the meeting.  A total of twenty women enrolled in the study.   
Certain statistical analyses were conducted with less than twenty participants.  
The use of mailed assessments resulted in missing or incomplete data, such that 
participants omitted a sufficient number of responses on the Impact of Events Scale-
Revised (n = 1), Perinatal Grief Scale (n = 1), Interpersonal Aspects of Care scale (n = 2) 
and Provision of Information Questionnaire Question Two (n = 1) to prevent attaining 
summary scores on these measures.  Additionally, the addition of two assessment 
measures after data collection began resulted in three participants not completing the 
Impact of Events Scale-Revised and the Provision of Information Questionnaire.  These 
two factors account for the observed discrepancies in sample size for statistical analyses 
pertaining to these measures.   
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Participant demographics.  The mean age of the sample was 37.25 years old (SD 
= 9.43), with participants’ ages ranging from 21 to 58 years old at the time of assessment.  
The majority of participants identified themselves as Caucasian (75%; n = 15) while 20% 
(n = 4) identified as African American and one participant reported more than one 
racial/ethnic identity.  Eighty percent of participants (n = 16) identified themselves as 
married, 15% (n = 3) as single and one as divorced.  Regarding the highest level of 
formal education completed, 35% of participants (n = 7) had a graduate-level degree, one 
participant had some master’s level coursework, 25% (n = 5) had a bachelor’s degree, 
one participant had an associate’s degree, 15% (n = 3) had some college coursework and 
15% (n = 3) had a high school diploma.  Thirty five percent of participants (n = 7) 
reported an annual household income of over $100,000, 45% (n = 9) between $60,000-
100,000, 10% (n = 2) between $30,000-59,999 and 10% (n = 2) between $15,000-29,999. 
Regarding participants’ obstetric history, 45% of participants (n = 9) have two 
living children, 20% (n = 4) one living child and 30% (n = 6) no living children. 
Regarding the loss being studied, 65% (n = 13) were miscarriages, 30% (n = 6) were 
stillbirths and one was not able to be classified due to missing data.  For 55% of 
participants (n = 11) the loss being studied was their only perinatal loss.  Of the 45% of 
participants (n = 9) experiencing a prior loss, 66.7% (n = 6) experienced one previous 
miscarriage, 22.2% (n = 2) experienced four previous miscarriages and one experienced 
one previous stillbirth.  The mean length of gestation at time of the participants’ initial or 
most recent loss was 14.84 weeks (SD = 8.67), with a range between five and 37 weeks.  
Time elapsed since the participants’ initial or most recent loss ranged from 3 weeks to 
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1668 weeks (32 years) with a mean of 406.37 weeks (7.81 years; SD = 11.20 years) and a 
median of 103 weeks (1.98 years).    
Primary Analyses 
Aim #1:  Psychological distress descriptive statistics.  The first aim of the study 
was to characterize participants’ psychological responses to their most recent loss, which 
was the first loss for 55% (n = 11) of the sample.  The Perinatal Grief Scale produced 
four mean scores: Total scale (M = 72.37, SD = 27.12, n = 19); Active Grief (M = 29.11, 
SD = 10.99, n = 19); Difficulty Coping (M = 22.53, SD = 9.57, n = 19); and Despair (M = 
20.74, SD = 8.90, n = 19).  The mean score on the Center for Epidemiologic Studies 
Depression scale was 30.05 (SD = 14.02, n = 20).  The two anxiety measures produced a 
total of four summary scores.  The mean score on the State Trait Anxiety Inventory-Trait 
scale was 37.05 (SD = 11.78, n = 20) while the Impact of Events Scale-Revised produced 
mean scores on the three subscales:  Intrusion (M = 1.90, SD = 1.01, n = 16); Avoidance 
(M = 1.44, SD = 0.92, n = 16); and Hyper-arousal (M = 1.35, SD = 1.03, n = 16).  The 
range of possible and obtained scores on the psychological distress measures are 
displayed in Table 1.     
Aim # 2: Comparison of psychological distress by gestational length.  The 
relationship between gestational length at time of loss and psychological distress, as 
measured by the PGS, CES-D scale, STAI-Trait scale and IES-R, was examined with 
independent samples t-tests.  As shown in Table 2, the stillbirth cohort scored higher on 
all psychological distress measures as compared to the miscarriage cohort.  While there 
was a trend for higher scores for the stillbirth cohort on all psychological distress 
measures, this difference was statistically significantly only on the total scale PGS and 
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the three PGS subscales.  Scores on the CES-D scale, STAI-Trait scale and IES-R were 
not significantly different between participants experiencing a stillbirth and those 
experiencing a miscarriage (see Table 3).    
Aim # 3:  Relationship between psychological distress and attributions for loss, 
perception of care and provision of etiological information.  One-tailed bivariate 
correlations were conducted to examine the relationships between psychological distress 
and attributions for loss, perception of care and the provision of etiological information 
related to the loss. 
Attributions.  Scores on the Behavioral and Internal/Characterological subscales 
of the Attributional Questionnaire were examined as possible correlates of psychological 
distress, as shown in Table 4.  Scores on the Behavioral subscale of the Attributional 
Questionnaire (see Appendix I; items 1, 5, 6, 10, 13, 17 ,19) were positively correlated 
with scores on the total scale PGS (r = .72, p = .001), PGS Active Grief subscale (r = .55, 
p = .007), PGS Difficulty Coping subscale, (r = .70, p = .001), PGS Despair subscale (r = 
.76, p = .001), STAI-Trait scale (r = .54, p = .007) and IES-R Hyper-arousal subscale (r  
= .74, p = .001).  No significant relationships were found between scores on the 
Behavioral subscale of the Attributional Questionnaire and the remaining psychological 
distress measures.  Similarly, scores on the Internal/Characterological subscale of the 
Attributional Questionnaire (see Appendix I; items 2, 4, 9, 11, 14, 18, 21) were examined 
as possible correlates of psychological distress.  As mentioned previously, because the 
distribution of scores on this subscale was positively skewed and attempts to transform 
the data were unsuccessful, correlation analyses were carried out using Spearman’s 
correlation coefficient.  Scores on the Internal/Characterological subscale of the 
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Attributional Questionnaire were positively correlated with scores on the total scale PGS 
(r = .41, p = .043) and the PGS Difficulty Coping subscale (r = .47, p = .021).  No 
significant relationships were found between scores on the Internal/Characterological 
subscale and the remaining psychological distress measures.   
Perception of care.  Because higher scores on the Interpersonal Aspects of Care 
scale are indicative of the perception of more empathetic care, it was anticipated that 
scores on the IAC scale would be negatively associated with scores on the psychological 
distress measures.  As shown in Table 5, no significant relationships were identified 
between scores on the IAC scale and scores on the psychological distress measures.   
Provision of information.  It was hypothesized that being provided with causal 
information about the loss would be associated with decreased psychological distress.  To 
analyze these relationships, responses on the Provision of Information Questionnaire 
were correlated with the psychological distress measures (see Table 6).  It was found that 
being provided with information about possible causes for the loss was associated with 
decreased avoidance symptoms, as measured by the IES-R Avoidance subscale.  No other 
significant associations were found between this variable and the remaining 
psychological distress measures.  In contrast to the above finding, being provided with 
information about the specific cause of the loss was associated with increased avoidance 
symptoms, as measured by the IES-R Avoidance subscale.  No other significant 
relationships were found between this variable and the remaining psychological distress 
measures.    
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CHAPTER 4:  DISCUSSION 
 The current study sought to characterize the psychological distress of women 
experiencing miscarriage and stillbirth and investigate the influence of gestational length, 
attributions, perception of care and provision of information on distress.  As discussed 
previously, the original study design was modified significantly in response to the real 
world challenges of data collection.  Because of the previously reviewed modifications 
and the small sample size, it is important that the findings and conclusions of the current 
study be interpreted cautiously and with these factors in mind.    
Psychological Distress 
Grief.  As expected, grief was a salient feature of participants’ emotional 
responses to loss as measured by the total scale PGS.  While no lower limit has been 
established, examination of studies using the PGS has established a score above 91 as 
indicative of a high level of grief (Toedter et al., 2001).  In the current sample, 65% of 
participants (n = 13) scored below 91.  The obtained mean score for the current sample 
(M = 72.37)  is lower than those found in other samples of women experiencing 
reproductive loss, neonatal death and adoption and more closely resembles findings from 
studies conducted in Europe and those studies that recruited directly from hospitals and 
doctors’ offices (Toedter et al., 2001).   
In interpreting this finding, it is useful to consider the literature.  Research 
suggests that the referral source is an important variable to consider as individuals who 
self-select to participate via perinatal support groups, advertisements and the Internet tend 
to represent a subset of the perinatal loss population who experience the loss as 
particularly psychologically distressing as compared to individuals who are approached 
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by their healthcare providers to participate (Toedter et al., 2001).  Of the 20 participants 
in the current sample, eleven were referred by a friend or acquaintance, three by a 
medical provider, two via a national perinatal loss website, two via a posted 
advertisement, one via a perinatal loss support group and one via a posting in the 
newsletter of a perinatal loss bereavement organization.  Because a majority of 
participants were referred by a friend or acquaintance and the exact nature of the 
relationship is unclear (e.g., friends at a perinatal support group vs. friends unassociated 
with any loss experience or resource), it is difficult to characterize the impact of referral 
source in the current study.   
The large degree of score variability on the PGS total scale (SD = 27.12; range = 
33-120) is greater than one would expect based on previous research and highlights that 
while some participants did not report grief as a major component of their emotional 
response, others experienced significant grief reactions.  This variability may be 
accounted for by the type of loss experienced.  Of the 30% of participants (n = 6) who 
scored above 91, four experienced a stillbirth and two experienced a miscarriage, a trend 
that suggests that later gestational length at time of loss is associated with increased grief 
responses.  Support for this relationship was found in the current study when 
psychological distress was examined by loss cohort, with the stillbirth cohort scoring 
significantly higher on the PGS total scale and the three PGS subscales as compared to 
the miscarriage cohort.  This finding is consistent with previous research that documented 
an association between higher grief scores and later gestational length at the time of loss 
(e.g., Franche, 2001; Goldbach et al., 1991; Theut et al., 1989).  Additionally, the 
variability in scores on the PGS may be related to the large variability in time elapsed 
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since the loss event.  Regarding the six participants who scored above 91 on the PGS 
total scale, the mean score for time since loss was 20.83 weeks (range 3-67 weeks) as 
compared to the entire sample mean of 406.37 weeks (7.81 years), suggesting that the 
more recent the loss, the greater the level of grief.  Post-hoc analyses support this, with 
participants whose loss was in the past six months (n = 7) experiencing significantly 
greater levels of grief (M = 95.14, SD = 25.50) than participants whose loss was more 
than six months ago (M = 60.64, SD = 18.09, n = 11) (t (16) = -3.37, p =.004).  The 
finding that women who experienced loss in the past six months had higher grief scores 
that those participants who are more removed from the experience of loss is consistent 
with previous findings that have documented a period of mourning for at least four 
months and up to two years post-loss (e.g., Janssen et al., 1996; LaRoche et al., 1984; 
Lasker & Toedter, 1991).   
Removal of four outlying scores on the time since loss variable (range of 1360-
1668 weeks since loss) resulted in a PGS total scale mean score of 81.14 (SD = 24.69), 
revealing a trend of increased grief scores for participants experiencing loss within the 
past two years, particularly for women experiencing stillbirth (see Figure 1).  This finding 
suggests that the type of loss experienced and the time elapsed since the loss event may 
interact to influence the experience of grief.  It is also possible that the assessment may 
be capturing the effects of the loss more accurately for participants experiencing recent 
loss, such that participants who are more removed from the experience of the loss may be 
susceptible to recall biases or may have experienced a change in perspective over time 
due to life experiences.  For example, a woman experiencing a loss who now has living 
children may view her loss experience differently than she would have in the immediate 
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post-loss time period.  As evidence of this possibility, below is a portion of a narrative 
written by a participant in the current study who experienced a miscarriage 26 years ago: 
Over the years, the grief of that loss comes to visit me occasionally.  Every 
December I think of how old the baby would be, but that feeling is tempered by 
the reality of my daughter.  I know that if I had successfully carried my second 
pregnancy, I would not have my daughter.  I understand that I would have a child 
just as wonderful, but it is impossible to think of the child I have, the one who 
followed the miscarriage, as not being in and part of my life. 
Another participant who experienced a miscarriage eight years ago stated that “at the 
time of the loss I felt like I was the only person who ever experienced this but soon came 
to realize how common miscarriages were.”  These narratives suggest that one’s 
experience of grief tends to change over time and that the timing of the assessment in 
relationship to the loss will impact the findings.          
The mean scores on the three PGS subscales are generally consistent with scores 
reported in the literature for this population (Toedter et al., 2001) and demonstrate a trend 
of diminishing scores from Active Grief to Difficulty Coping to Despair.  This is 
expected as the literature suggests that the scales represent increasingly severe responses 
to the loss, with Active Grief being the least severe and Despair the most severe (Lasker 
& Toedter, 1991; Toedter et al., 2001).  The mean scores on the PGS subscales 
approached but did not reach the scores delineated by Toedter and colleagues (2001) as 
markers of an intense grief reaction.  It is important to note that of the studies being used 
for comparison of grief responses, a majority had much larger sample sizes and 
conducted the assessment closer to the loss event than the current study.  Additionally, 
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some studies included participants who experienced loss events other than miscarriage 
and stillbirth, including ectopic pregnancies, neonatal loss, termination following prenatal 
diagnosis, adoption and induced abortion.         
 Depression.  The sample reported a high level of depression symptomatology 
related to the loss experience.  The mean score of 30.05 obtained on the depression 
measure is consistent with a level of depression reported by individuals experiencing a 
major depressive episode. Eighty five percent of participants (n = 17) scored above the 
cut-off score of 16 for clinically significant distress, while 65% of participants (n = 13) 
scored above the cut-off score of 23 for distress correlated with major depression.  This 
finding is consistent with previously reviewed research documenting an increase in 
depressive symptomatology following miscarriage and stillbirth from two weeks to 30 
months post-loss (Boyle et al., 1996; Carrera et al., 1998; Forrest et al., 1982; Klier, et al., 
2002; Vance et al., 1991) and further supports increased depressive symptomatology as a 
feature of women’s emotional responses to the experiences of miscarriage and stillbirth.  
Because participants were asked to retrospectively recall their emotional responses to the 
loss, there is the possibility of hindsight bias and distorted recollection.  Given the 
extended period of time elapsed since the loss for some individuals (range of 3 weeks to 
32 years; M = 7.81 years), participants’ ability to accurately recall that time period may 
be diminished.  Even with the instructions to respond to items in the context of the week 
immediately following the loss, the possibility remains that the elevated depression 
scores capture an inaccurate recollection of the loss experience or distress unrelated to the 
loss itself.  This is particularly plausible as 50% of participants (n = 10) reported 
receiving a mental health diagnosis at some time point in their life, with 50% of these 
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participants (n = 5) reporting a diagnosis of depression.  Of those reporting a diagnosis of 
depression, all initiated use of psychotropic medication (i.e., Effexor, Celexa, Ambien, 
Tylenol PM for sleep).  Because of the design of the questions assessing mental health 
diagnoses and treatment, it is not known in most cases if the development of these 
clinical disorders occurred prior to or after the loss and what the chronology of the 
disorder was related to onset (e.g., if it developed after the loss, how long after).  In the 
absence of a structured clinical interview to delineate the course of participants’ mental 
health difficulties, it is impossible to make definitive statements regarding the 
relationship between reported depressive symptomatology and loss.   
 As evidence of the value of a clinical interview, narratives written by two of the 
participants highlight a direct relationship between the onset of their mental health 
difficulties and the perinatal loss.  One participant stated that she went through a “severe 
bout of depression” following birthing her stillborn baby at 26 weeks gestation.  She 
reported that she was “terribly depressed” and received a diagnosis of depression from a 
mental health provider.  This participant noted that she had never been depressed before 
and that the depression lasted approximately one year.  She attended three individual 
counseling sessions and initiated use of Celexa for approximately eight months.  Another 
participant described the experience of miscarrying at 14 weeks as “devastating” and 
stated that she sought assistance from a psychiatrist following the birth of her second 
child, two years after her loss.  She stated that she developed “post-partum amnesia” 
following delivering her baby and had “no recall” of the ten days post-delivery.  She 
initiated use of an anti-depressant and continued taking the medication for approximately 
five years.  This participant directly connects the onset of her psychiatric difficulties to 
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her experience of miscarriage.  Systematic assessment of the chronology of participants’ 
psychiatric diagnoses via a structured clinical interview would allow for definitive 
statements regarding the relationship between the experiences of miscarriage and 
stillbirth and psychiatric symptomatology and disorder.   
 Anxiety.  The sample as a whole did not possess high levels of characterological 
anxiety as demonstrated by a moderate mean score on the STAI-Trait scale.  In 
interpreting this result, it may be meaningful to consider that 20% of participants (n = 4) 
reported having an anxiety disorder diagnosis, with the same number of participants (n = 
4; three of the four participants who reported an anxiety disorder diagnosis) endorsing 
use of psychotropic medication to address anxiety (i.e., Ativan, Buspar, Tofranil, Xanax).  
As mentioned above, the timeline of diagnosis was not assessed in the current study and 
thus the relationship between loss, anxiety disorder diagnosis and medication usage is 
unclear.  In a narrative provided by one participant, she indicated that she began 
experiencing panic attacks with agoraphobia approximately three years after miscarrying 
and two years after the birth of her second living child.  The participant did not provide 
her perspective as to whether the onset of panic attacks was related to her experiences of 
loss.  This example highlights that with a structured clinical interview, it would be 
possible to establish whether there is a relationship between anxiety symptomatology, 
onset of clinical disorder and the loss experience.  In interpreting this finding, it is 
possible that this sample truly does not possess high levels of trait anxiety or that trait 
anxiety scores may have been diminished due to changes in participants’ perception of 
their anxiety related to use of an anti-anxiety medication.  Additionally, it may be that the 
experience of a perinatal loss contributes to increased episodic anxiety, particularly 
   71
around obstetric events, childbirth, and/or childrearing.  For example, women exposed to 
perinatal loss may experience elevated anxiety when attempting to become pregnant, 
during a subsequent pregnancy when they are approaching the same gestational age as a 
previous loss and/or during childbirth.  It may be that the anxiety is concentrated around 
these events (i.e., state anxiety).     
Mean scores on the IES-R subscales reveal a generally mild to moderate level of 
anxiety as related to participants’ experience of intrusive, avoidant and hyper-arousal 
symptoms in response to their loss.  Because this measure attempts to capture post-
traumatic stress symptoms related to a specific traumatic event, the relatively mild scores 
may be related to a lack of physical trauma or threat of loss to participants’ own lives.  
Another factor that may influence women’s responses is the level of medical or surgical 
intervention required to treat the loss.  One might expect that the greater the medical or 
surgical intervention, the greater the likelihood that women would perceive the event as 
physically traumatic as opposed to solely a psychologically traumatic event.  Whether 
women perceived that their lives were threatened during the loss experience and level of 
medical intervention were not assessed in the current study.  Thus, it is unclear whether 
the findings reflect the fact that this type of symptomatology is generally not a feature of 
the loss experience or if this particular sample is not representative of the greater loss 
population.  As discussed above related to the assessment of depression symptomatology, 
the retrospective nature of assessment may also be impacting the current findings.  
Gestational Length and Psychological Distress 
 Examination of the relationship between gestational length at time of loss and 
psychological distress revealed that women in the stillbirth cohort experienced greater 
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levels of grief as compared to the miscarriage cohort.  This is consistent with previous 
research (Franche, 2001; Goldbach et al., 1991) that found a consistent relationship 
between elevated grief scores and later gestational length at time of loss.  One 
explanation for this finding may be the relationship between gestational length and 
attachment to the pregnancy, with later gestational length facilitating increased 
attachment.  Previous research has cited a possible relationship between attachment and 
quickening (e.g., Heikkinen, 1995; Leifer, 1977; Lerum & LoBiondo-Wood, 1989), the 
first fetal movements detected by the mother.  Quickening typically occurs between 18-
21 weeks gestation depending on a woman’s obstetric history (Levene, Tudehope, & 
Thearle, 2000) and thus women experiencing a stillbirth are more likely to have 
experienced quickening than those women whose pregnancy ends in miscarriage, many 
of whom may not have perceived movement.  A mediating factor may be whether a 
woman has previously been pregnant, as women who have already given birth may feel 
movements as early as 14 weeks (Levene et al., 2000).   
Owing to modern technology, however, the current reality is more complicated as 
women are frequently aware of a pregnancy earlier and are now able to ‘see’ their baby 
via ultrasound even before experiencing quickening.  As such, attachment may occur 
significantly earlier than historically was the case and these factors may help explain the 
equivocal findings regarding gestational length and psychological distress.  The findings 
from the current study support the ambiguous nature of the relationship between 
gestational length and psychological distress.  While participants experiencing stillbirth 
reported greater levels of grief, no differences were found between the cohorts on the 
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CES-D scale, STAI-Trait scale, IES-R Avoidance subscale or IES-Hyper-arousal 
subscale.   
Attributions 
Behavioral attributions and grief.  It was hypothesized that participants who 
engaged in behavioral self-blame for the loss would experience increased psychological 
distress.  This was found to be the case in the context of grief, with elevated scores on the 
Behavioral subscale of the Attributional Questionnaire significantly associated with 
greater levels of grief on the total PGS, Active Grief subscale, Difficulty Coping subscale 
and Despair subscale.  This is consistent with previous research which elucidated guilt as 
a predominant feature of women’s grief response following loss (e.g., Leppert & Pahlka, 
1984; Nikcevic et al., 1999) and suggests that as women attempt to comprehend their 
loss, they are likely to make causal attributions involving behaviors that they perceive 
they either engaged in too much (e.g., work, heavy lifting) or not enough (e.g., resting) 
(Jind, 2003; Seibel & Graves, 1980).  This may represent women’s attempts to make 
sense of a seemingly uncontrollable event and as discussed earlier, may be a natural 
artifact of the “ethic of individual control” that permeates the process of reproduction 
(Layne, 2003, p. 1888).  Women may be internalizing the belief that whether a pregnancy 
is carried successfully to term is almost completely dependent on the actions that they 
take with their bodies and that if a negative outcome occurs, they are responsible.  This 
belief, in combination with the potential to confirm a pregnancy even before a woman 
misses her first menstrual period, may confer the sense that one has complete control 
over a pregnancy and reinforce the monitoring of every behavior.  Given the positive 
correlation between behavioral self-blame and grief and the evidence that complicated 
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grief processes can be predictive of the development of depression (Toedter et al., 2001), 
it seems that self-blame is a particularly important variable to assess in women 
experiencing perinatal loss.   
Behavioral attributions and anxiety.  Regarding anxiety, behavioral self-blame 
was positively correlated with hyper-arousal and trait anxiety.  In considering the 
relationship between behavioral self-blame and hyper-arousal symptomatology, this 
relationship may be best understood in the context of hyper-arousal as an indication that 
an individual is experiencing a “fight or flight” reaction and is exhibiting physiological 
symptoms as part of that reaction, as seen with post-traumatic stress responses to trauma 
(Resick & Calhoun, 2001).  Women who continue to feel traumatized by their loss may 
experience this threat physiologically in the form of increased arousal and may 
subsequently focus on their behaviors as an outlet to decrease distress.  This may 
represent an attempt to gain a sense of control over a seemingly uncontrollable event.  
Alternately, the self-blame and hyper-arousal may be correlated because of the physical 
features of the actual loss experience.  Women experiencing perinatal loss may develop a 
mistrust of their bodies and this may manifest itself in the form of increased arousal and 
attention to somatic changes.  Women may become hypervigilant to cues that they 
perceive as indicating that they will have continued difficulties related to the reproductive 
process.   
Regarding the finding of a positive relationship between characterological anxiety 
and behavioral self-blame, it may be that a natural manifestation of trait anxiety is the 
tendency to blame one’s self for negative life outcomes.  The unexpected nature of the 
loss may have the cumulative effect of decreasing an individual’s sense of control and 
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increasing feelings of generalized anxiety which then may lead to behavioral self-blame.  
The tendency to engage in behavioral self-blame may represent an attempt by women to 
reassure themselves that they have the ability to successfully carry a pregnancy to term 
and that there is not something inherently (e.g., genetically, physiologically) wrong with 
them.  It also may be that women blame themselves for not having the foresight to avoid 
or regulate a particular behavior and that this increases their anxiety about their ability to 
make good decisions.  Intrusive and avoidance anxiety symptoms were not found to be 
related to behavioral self-blame.  Conceptualizing these categories of symptoms as 
features of a post-traumatic stress response, this finding may be explained by the absence 
of threatened loss of life to the women.  Given the small sample size, it may be the case 
that this type of loss experience was not captured in the current sample, although it is not 
possible to investigate this assertion as the circumstances of participants’ losses were not 
systematically assessed in the current study.   
Behavioral attributions and depression.  Despite the fact that this sample reported 
significant depressive symptomatology, no relationship was found between depression 
scores and behavioral self-blame.  One explanation for this finding is that while the CES-
D scale captures the affective, cognitive and somatic manifestations of depression, it does 
not specifically assess guilt.  Behavioral self-blame may be best conceptualized as a 
component of guilt, and as previous research has established guilt as a predominant 
feature of emotional responses to perinatal loss, the experience of guilt may be 
qualitatively different than the guilt experienced as a symptom of a depression unrelated 
to the loss.  Consistent with this, as discussed previously, it may be that the depression 
that characterizes this sample is unrelated to the loss experience, a plausible explanation 
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given the variability in time elapsed since loss and history of psychiatric difficulties in the 
sample.   
Internal/Characterological attributions.  It was hypothesized that elevated scores 
on the Internal/Characterological subscale of the Attributional Questionnaire would be 
associated with elevated scores on the psychological distress measures.  This hypothesis 
was partially supported in that participants who attributed the loss to personal physical or 
personality characteristics experienced greater levels of overall grief and grief related to 
an inability to engage in normal daily activities.  As this subscale assesses participants’ 
belief that some unalterable feature of their physical or characterological make-up (e.g., 
age, physical problems, undeserving nature) is to blame for the loss, it may be that this 
belief leads to increased mourning and despair because of the sense that one does not 
have the ability to change this characteristic.  As women attempt to gain a sense of 
control and predictability related to their loss experience, attributing it to a feature of 
one’s self that cannot be changed may cause women to experience greater levels of 
overall grief and grief that negatively impacts one’s ability to perform activities of daily 
living.  No relationship was found between this variable and the remaining psychological 
distress measures.       
Perception of Care 
 The sample as a whole perceived the interpersonal aspects of their medical care 
positively in the post-loss period, with more than 75% of participants characterizing their 
care as either “good,” “very good,” or “excellent.”  It was hypothesized that there would 
be an inverse relationship between scores on the perception of care measure and 
psychological distress.  No support was found for this hypothesis.  The fact that a 
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majority of participants viewed their care as at least good may explain the lack of a 
relationship between these two variables.  This finding may also be explained by the fact 
that psychological distress can influence one’s perception of care, such that individuals 
experiencing reproductive loss may be more self-focused rather than attending to some 
feature of the interpersonal aspect of their post-loss care.   
Provision of Information   
 It was hypothesized that being provided with information about possible or 
specific causes for loss would be associated with decreased levels of psychological 
distress.  The findings revealed that participants who were provided with information 
regarding possible causes of loss reported decreased cognitive, emotional and behavioral 
avoidance symptoms (see Appendix H; items 5, 7, 8, 11, 12, 13, 17, 22) compared to 
participants not provided with this information.  No other relationships were found 
between this variable and the remaining psychological distress measures.  Conversely, 
participants who were provided with information about the specific cause of their loss 
reported increased cognitive, emotional and behavioral avoidance symptoms as compared 
to those participants who were not provided with information about the specific cause.  
Taken as a whole, participants who were provided information about possible causes of 
loss experienced decreased avoidance symptoms while those participants who were 
provided information about the specific cause of their loss experienced increased 
avoidance symptoms.  These findings suggest that the content of the information 
provided may be the mediating variable in this relationship, along with one’s sense of 
control over future outcomes.  For example, individuals who are informed that they are 
genetically incompatible with their partner (a specific cause of loss) may engage in 
   78
avoidance strategies due to the fact that this outcome cannot be influenced while those 
informed that it was an anomaly (a possible cause of loss) may be reassured that they 
have control over future outcomes and thus, less likely to avoid reminders of the loss.       
Limitations 
 The current study has several limitations.  Due to significant obstacles with 
recruitment, the design was modified after initiation of the study and a much smaller 
sample size than originally anticipated was obtained.  Because of the small sample size, 
the original hypotheses could not be tested and less sophisticated statistical analyses were 
conducted.  As such, all findings from the study should be interpreted with great caution 
and are best considered as trend data.   
Because of the small sample size and the fact that a majority of participants self-
referred to the study via friends and acquaintances, it is difficult to make statements as to 
how representative the current sample is of the larger perinatal loss population.  The 
significant challenges experienced during the recruitment process are informative in that 
they highlight the difficulty associated with making contact with women exposed to 
perinatal loss and capturing a representative sample.  Many of the challenges faced by the 
current research team were related to healthcare providers’ resistance to referring 
participants to the study, with several providers stating that they believed that the referral 
would be upsetting to the women.  This is consistent with the frequently cited belief that 
discussing the loss will upset women and that it is better to avoid talking about the 
subject.  This belief likely contributes to the socially sanctioned silence that has 
historically surrounded perinatal loss and may inadvertently contribute to women’s 
distress via a lack of social support.  Interestingly, a majority of the participants in the 
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current study expressed gratitude that the subject matter was being investigated and that 
they had the opportunity to share their experiences.  Four participants stated that 
participation in the study was cathartic for them.  Other reasons for the difficulties 
experienced during recruitment are more speculative in nature and include that women 
may not be ready to discuss the loss in the immediate weeks following loss, they desire to 
forget or move on from the loss or that once women are pregnant again they do not want 
to reflect on their loss experience.  It is also possible that physicians and their staffs are 
reluctant to make referrals due to concerns about liability for the loss.  It is likely that a 
combination of these factors contributed to the recruitment difficulties experienced in the 
current study.   
 The majority of the sample was well-educated, financially stable, Caucasian, 
married, had living children and had no prior experience with perinatal loss.  These 
characteristics limit the generalizability of the findings in that the current sample does not 
represent the larger perinatal loss community.  Additionally, given that previous research 
has documented an increased risk for psychological morbidity following perinatal loss for 
individuals with a history of psychiatric difficulties (e.g., Friedman & Gath, 1989; 
Neugebauer et al., 1997; Prettyman et al., 1993), the finding that a majority of 
participants reported a mental health diagnosis suggests that prior psychiatric functioning 
may have influenced women’s response to the loss event.  The absence of a structured 
clinical interview precluded a clear understanding of participants’ psychiatric histories 
and thus, the relationship between the emotional experience of loss and development, 
onset, or recurrence of psychiatric difficulties remains unclear.   
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  While participants were asked about their psychiatric history on the Demographic 
Questionnaire, the question assessed whether individuals had ever received a diagnosis of 
a mental health disorder and if affirmative, what the diagnosis was that they received.  As 
seen in the current sample, this does not provide comprehensive information.  For 
example, one participant wrote that she had been diagnosed with “anxiety.”  From this 
description it is unclear who provided the diagnosis, if the participant met criteria for an 
actual disorder and, if yes, which disorder.  Additionally, no information was collected 
about the progression of mental health difficulties, to include whether they occurred 
during for a discreet time period or were recurrent, at what point in the participants’ lives 
they occurred, whether the onset was related to the loss event and/or the duration of the 
disorder.  It is possible that being provided a prescription for psychotropic medication 
reinforced for participants that they had a mental health disorder and that the specific 
medication provided influenced their perception of which disorder.  This information is 
necessary to understand the exact relationship between perinatal loss and psychological 
distress.  Additionally, because experiencing affective and anxiety symptomatology 
following a perinatal loss event does not necessarily mean that an individual will develop 
an actual psychiatric disorder, it is important to assess which individuals subsequently 
develop disorders and which factors contribute to this development.  In summary, it is 
impossible to make definitive statements regarding the relationship between women’s 
emotional responses to loss and psychiatric symptomatology and disorder without 
systematically assessing participants’ mental health histories. 
    The amount of variability in the time elapsed since loss is a significant 
limitation of the current study.  Removing the criterion of loss within the past four weeks 
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increased the sample size while simultaneously requiring a majority of participants to 
provide retrospective reports of their loss experience.  Retrospective reports are 
influenced by many factors including hindsight biases, life experience and changes in 
perspective.  Also, the use of self-report questionnaires requires that individuals provide 
subjective estimates of their responses and this undoubtedly introduces bias into data 
collection.  Additionally, because some participants completed the assessment battery on 
their own and mailed them back to the research group, questionnaires could not be 
reviewed for completeness and this resulted in missing data.  As discussed previously, 
this prevented the attainment of summary scale scores on measures and further reduced 
the sample size for certain analyses.   
 Because of the overall small sample size, the dichotomization of participants into 
miscarriage and stillbirth cohorts resulted in very small, unequal groups depending on the 
assessment measure under examination (i.e., 4 vs. 11; 6 vs. 12; 6 vs. 13).  The variability 
in cohort size was related to the missing data issue discussed above.  This limits the 
generalizability of the findings and again makes the case that the findings of the current 
study should be viewed as trend data to be further examined in future studies.   
 The instructions on the CES-D scale and the IES-R were modified to direct 
participants to consider the time period following their most recent loss as they responded 
to the items.  The original instructions on the CES-D scale instruct participants to 
consider how they have felt or behaved in the past week while the IES-R instructions 
state that participants should consider how they have felt in the past seven days.  
Additionally, the principal investigator of the current study added two items to the IAC 
Scale.  These modifications may cause the obtained findings to be different from other 
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perinatal loss samples in important ways and thus any comparisons should consider these 
modifications.  Also, because two participants experienced loss within one month of 
assessment, the items on the CES-D scale that assess somatic symptoms may have 
captured the somatic features related to the physiological effects of the loss rather than 
somatic symptoms of depression.   
Future Research 
   The current study highlights important areas to be addressed in future studies of 
the psychological response to perinatal loss.  Research design, recruitment strategies and 
assessment measures all must be carefully considered to increase the possibility of 
making definitive statements regarding the relationship between reproductive loss and 
psychological distress.  As prospective samples are often not a practical option with this 
population, the design of studies is a particularly important consideration, as it will 
greatly impact the ability to elucidate the exact nature of this relationship.  Utilizing an 
appropriate comparison group such as a demographically-matched cohort of pregnant 
women unexposed to loss or a matched cohort of non-pregnant women assists in 
interpreting findings within context.  Collecting data as close to the loss event as possible 
and conducting follow-up assessments would allow researchers to control for 
confounding variables such as time elapsed since loss and retrospective report biases.  As 
the method of recruitment will impact the generalizability of the findings, efforts should 
be made to maximize the possibility of enrolling participants who are not associated with 
perinatal loss groups or website support sites.  Additionally, it may be beneficial to 
proactively address the possibility that healthcare providers are reluctant to refer women 
to perinatal loss studies due to concerns that the referral will be upsetting and will 
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increase psychological distress.  Establishing relationships with providers in advance of 
recruitment may be particularly useful in addressing beliefs that may contribute to an 
unwillingness to refer women to a perinatal loss study.  Conducting in-person interviews 
assures that data collection is thorough and complete.  Future studies should employ a 
structured clinical interview to account for women’s psychiatric histories in order to 
allow for more definitive conclusions regarding psychological distress following 
perinatal loss.  Additionally, conducting a thorough obstetric history allows researchers to 
control for and examine variables likely to impact women’s distress.   
 The current study supports the need to better understand the relationship between 
gestational length and psychological distress.  The equivocal findings related to 
gestational length found in the current study mirror those documented in the existing 
literature and suggest that there are variables that mediate the relationship between 
gestational length and psychological distress.  As the ability to predict psychological 
distress is clinically useful, further exploration regarding the relationship between 
attributions, perception of care and provision of information is warranted.   
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Table 1 
 Scores on Psychological Distress Measures 
 Range of  
Possible 
Scores 
Range of  
Obtained 
Scores 
n M SD 
PGS Total Scale 33 – 165 33 – 117 19 72.37 27.12 
PGS Active Grief  11 – 55 11 – 50 19 29.11 10.99 
PGS Difficulty Coping  11 – 55 11 – 41 19 22.53 9.56 
PGS Despair  11 – 55 11 – 38 19 20.74 8.90 
CES-D  0 – 60 9 – 53 20 30.05 14.02 
STAI-Trait 20 – 80 23 – 60 20 37.05 11.78 
IES-R Intrusion  0 – 4 0.625 – 3.375 16 1.90 1.01 
IES-R Avoidance  0 – 4 0.375 – 2.375 16 1.44 .92 
IES-R Hyper-arousal  0 – 4 0.33  – 3.33 16 1.35 1.03 
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Table 2 
Psychological Distress by Loss Cohort 
Measure   Cohort   n  M  SD  
PGS Total Scale  Miscarriage  12  62.83   20.80 
    Stillbirth  6  96.50  24.39 
 
PGS Active Grief  Miscarriage  12  26.00  10.56 
    Stillbirth  6  37.33  7.47 
 
PGS Difficulty Coping Miscarriage  12  18.83  6.51 
    Stillbirth  6  31.33  9.79 
 
PGS Despair   Miscarriage  12  18.00  6.00 
    Stillbirth  6  27.83  10.42 
 
CES-D    Miscarriage  13  28.46  12.89 
    Stillbirth  6  35.17  17.05 
 
STAI-Trait   Miscarriage  13  35.85  14.05 
    Stillbirth  6  40.67  14.05 
 
IES-R Intrusion  Miscarriage  11  1.72  1.01 
    Stillbirth  4  2.53  1.01 
 
IES-R Avoidance  Miscarriage  11  1.36  .85 
    Stillbirth  4  1.59  1.34 
 
IES-R Hyper-arousal  Miscarriage  11  1.08  .73 
    Stillbirth  4  2.21  1.50 
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Table 3 
Independent Samples T-Tests - Comparison of Psychological Distress by Loss Cohort 
Measure   df   t   p  
PGS Total Scale  16   3.06   .007 
PGS Active Grief  16   2.34   .033 
PGS Difficulty Coping 16   3.25   .005 
PGS Despair   16   2.57   .021 
CES-D    17   .95   .353 
STAI-Trait   17   .81   .432 
IES-R Intrusion  13   1.39   .189 
IES-R Avoidance  13   .40   .695 
IES-R Hyper-arousal  3.53   1.43   .234 
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Table 4  
Correlations between Attributional Questionnaire and Distress Measures 
Measure    n   r   p  
AQ Behavioral Subscale 
PGS Total Scale  19   .72   .001 
PGS Active Grief  19   .55   .007 
 PGS Difficulty Coping 19   .70   .001 
PGS Despair   19   .76   .001 
 CES-D    20   .29   .112 
 STAI-Trait   20   .54   .007 
IES-R Intrusion  16   .10   .356 
 IES-R Avoidance  16   .36   .087 
IES-R Hyper-arousal  16   .74   .001 
 
AQ Internal/Characterological Subscale 
 PGS Total Scale  19   .41   .043  
PGS Active Grief  19   .29   .112 
PGS Difficulty Coping 19   .47   .021 
PGS Despair   19   .37   .060 
CES-D    20   .18   .224 
STAI-Trait   20   .34   .070 
IES-R Intrusion  16   .25   .177 
IES-R Avoidance  16   .08   .380 
IES-R Hyper-arousal  16   .22   .206 
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Table 5  
Correlations between Interpersonal Aspects of Care Scale and Distress Measures 
Measure    n   r   p  
PGS Total Scale   17   .10   .354 
PGS Active Grief   17   .21   .209  
PGS Difficulty Coping  17             -.04   .435 
PGS Despair    17   .11   .338 
CES-D     18   .10   .343  
STAI-Trait    18   .03   .456 
IES-R Intrusion   15   .10   .357 
IES-R Avoidance   15   .14   .307 
IES-R Hyper-arousal   15   .06   .415 
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Table 6 
Correlations between Provision of Information Questionnaire and Distress Measures 
Measure    n   r   p  
PIQ Question 1 
PGS Total Scale  16   .07   .393 
PGS Active Grief  16             -.08   .386 
PGS Difficulty Coping 16   .10   .355 
PGS Despair   16   .20   .234 
CES-D    17             -.05   .421 
STAI-Trait   17             -.09   .361 
IES-R Intrusion  16   .17   .270 
IES-R Avoidance  16   .56   .013 
IES-R Hyper-arousal  16   .25   .171 
 
PIQ Question 2 
 PGS Total Scale  15             -.04   .450 
PGS Active Grief  15             -.12   .331 
PGS Difficulty Coping 15             -.04   .451 
PGS Despair   15   .07   .409 
CES-D    16             -.30   .126 
STAI-Trait   16             -.04   .439 
IES-R Intrusion  15   .06   .413 
IES-R Avoidance  15             -.52   .025 
IES-R Hyper-arousal  15             -.28   .160 
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Figure 1.  PGS total scale scores by time since loss and gestational length.
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Appendix C:  Website Recruitment  
 
Appeared on the Resolve Through Sharing Bereavement Programs website: 
http://www.bereavementprograms.com/Researchpage.htm 
Invitation to Women to Take Part in a Research Study 
Experiencing a miscarriage or stillbirth is a significant loss event and we are 
hoping to better understand women’s reactions to these types of losses.  We 
believe that the best way to understand the psychological effects of miscarriage 
and stillbirth is to get the information directly from women who have experienced 
these losses.  We are sensitive to the significance of your loss and our team is 
dedicated to honoring your experience by respectfully asking you to share some 
information about your response to your loss.  Our goal is to use this information 
to educate healthcare providers about the range of responses women may 
experience following the experiences of miscarriage and stillbirth.  It is our hope 
that this will lead to competent and empathetic care for all women experiencing 
miscarriage and stillbirth.  Your participation involves completing nine 
questionnaires that we will mail to you.  It will take about 40 minutes to complete 
the questionnaires and we provide a stamped, addressed envelope to return the 
packet to us.  If you are interested or have questions, please contact us at: 
perinatal.loss.study@gmail.com  or by phone at 267-275-5251.  Thank you for 
your consideration. 
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Appendix E:  Perinatal Grief Scale 
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Appendix F:  Center for Epidemiologic Studies Depression Scale 
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Appendix G:  State Trait Anxiety Inventory – Trait Scale 
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Appendix I:  Attributional Questionnaire 
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Appendix J:  Interpersonal Aspects of Care Scale 
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Appendix K:  Provision of Information Questionnaire 
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